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Cloth, $11.00 net. 


SPEED’S FRACTURES & DISLOCATIONS 


HE author is a member of the fracture committee of the American College of Surgeons 
and the co-operative committee on fractur2s of the American Medical Association. 
whole subject of fractures and dislocations is covered. 
covering comprehensively in monographic form all fractures and all dislocations. 
works omit many fractures and dislocations, while some cover only fractures and others only 
In the chapter on Treatment the care of open fractures is carefully explained 
in detail, making the work invaluable to the general practitioner who now receives so many 
of these injuries following automobile accidents. 
written and many original illustrations have been added. 
ULTIPLICITY of paragraph headings makes it easy to find rapidly whatever is required. 
The applied anatomy, pathology, as well as treatment are described and all known topics 

in fractures and dislocations are discussed, so that the unusual as well as the ordinary case 
can be looked up with ease. The indications for operations and how to perform them are 
set forth concisely. The outline drawings are easy to read as an expression of the bone path- 
The chapter on Operative Treatment explains When, Why and How. There is a partic- 
ularly valuable section on “How to read a roeatgenogram of a long bone taken after injury 
of that bone.” There is a voluminous chapter on Fractures of the Femur which includes a 
description of reconstruction operations on the head and neck of the femur, full details of 
skin and skeletal traction and overhead frame building. 


By Kellogg Speed, M.D., F.A.C.S., Associate Professor of Clinical Surgery, Rush Medical 
College of the University of Chicago; Associate Attending Surgeon, Presbyterian Hospital; 
Attending Surgeon, Cook County Hospital, Chicago. 
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LIPPINCOTT BOOKS 





FRACTURES AND DISLOCATIONS: Second Edition 10.00 


By PHILIP D. WILSON, Instructor in Surgery, Harvard Medical School and William A. Cochrane, Associated 
with Sir Harold Stiles, Edinburgh. Octavo. Over 900 Illustrations. 

This long popular and practical book has been thoroughly rewritten and entirely reset. All the 
attractive features of the former edition have been retained and many new ones have been added. 
Unusually well illustrated by photographs of actual cases and drawings showing the best ways of 
handling every condition, particularly stressing the restoration of function. 


DIAGNOSIS OF CHILDREN’S DISEASES— Second Edition, Revised 7,00 
By Dr. E. Freer. Translated by CARL AHRENDT SCHERER. Octavo. 551 Pages. 267 Illustrations. 
This book reached three editions in five languages in three years. We now offer the third in 
English, thoroughly revised. The work confines itself entirely to diagnosis of diseases in children, 
with special attention to the ills of the newly-born and of infancy. The material is presented 
briefly, and gives innumerable fine points of diagnosis that are not often mentioned in general 
text-books. 


PHYSICAL DIAGNOSIS 7.00 
By CHARLES PHILLIPS EMERSON, A.B., M.D., Professor of Medicine, Indiana University School of Medicine. 
Octavo. 553 Pages. 324 Illustrations. 

“Ranks high among those books which are to be consulted in a time of hurry and haste.”—yx. 
OF THE MISSOURI ST. MED. ASSN. “An up-to-date work that will prove of great value to the 
everyday practitioner as well as the specialist.”—11INOIS MED. JL. 


THE HEART IN MODERN PRACTICE Second Edition 6.00 
By WILLIAM DUNCAN RelD, A.B., M.D., Chief of Heart Clinic at Boston Dispensary, Junior Assistant Visit- 
ing Physician and Member of the Heart Service at the Boston City Hospital. 466 Pages. 81 Illustrations. 
“The first book to embody modern teaching on the subject in its entirety. Far and away the 
most practical that has yet been written.’—Med. Times, London. 


UROLOGY 9.00 
By DANIEL N. EIsENDRATH, M.D., Attending Urologist Michael Reese and Chicago Memorial Hospitals, and 
Harry C. Roitnick, M.D., Associate Urologist Mt. Sinai Hospital. Octavo. 710 Illustrations. 

Presents the subject in the simplest possible manner. Covers the diagnosis and treatment of dis- 
eases of the urinary and genital tracts as well as venereal diseases, and takes up as thoroughly as 
possible the diseases of the male genitalia. 


PEDIATRICS FOR THE GENERAL PRACTITIONER 6.00 


By Harry Monroe McCLanauan, A.M., M.D., Professor of Pediatrics Emeritus, University of Nebraska. 
Octavo. 230 Illustrations. 


This book gives a modern clinical picture of the diagnosis, treatment and management of the 
diseases of infants and children under conditions encountered by the family physician. It is based 
on the author’s long experience and on the findings of leading pediatricians throughout the world. 


NEUROSURGERY—Principles, Diagnosis and Treatment 19.00 
By WILLIAM SHaRPE, M.D., and NoRMAN SHARPE, M.D. Octavo. 750 Pages. 176 Lllustrations. 
The subject has been divided into the surgical lesions of the brain, spinal cord, cranial and periph- 
eral nerves and border-line conditions. Throughout the book diagnosis and treatment of each 
condition is considered by itself in essay form. 


J. B. LIPPINCOTT COMPANY, Philadelphia, Pa. 
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The Incomparable ‘‘French’’ Is Ready At Last! 


FRENCH—Index of Differential Diagnosis. 


The new fourth edition of Dr. French’s famous work is ready at last. Deliveries on advance orders are rapidly being made. 
New orders are coming in every day for what is unquestionably the most popular and helpful volume on differential diag- 
nosis ever published. This new edition has involved five years’ hard work on the part of Dr. French and the result is truly 
monumental. There are 1184 pages, with 701 illustrations, 179 fully colored. The general index has nearly 300 pages with 
90,000 references. The price is $18.00 net. There is practically no medical or surgical condition the genesis of which 
cannot be traced and correlated by the intelligent use of this really wonderful book. This is one of the few really indis- 
pensable books. Your patients cannot afford to have you be without it. Thousands of physicians ‘‘swear by it.” 








WALTON—Surgical Diagnosis. Entirely New Work 


Edited by A. J. Walton, M.S., F.R.C.S., B.Sc., M.B., Surgeon to the London Hospital, etc. Just published. Octavo, two 
volumes totalling 1130 pages, 570 illustrations, handsomely bound in fabrikoid, gold lettered, $20.00 per set. 

Mr. A. J. Walton, famous London surgeon, well-known to a great many of the profession in America, has undertaken the 
arduous task of editing a new two-volume work devoted entirely to the problems of surgical diagnosis. To his own lengthy 
and invaluable experience has been added that of thirty-two excellent collaborators, men of wide reputations in each special 
branch of surgery, and each has been given a free hand in the writing of his articles. The physical examination and con- 
sideration of the clinical history are given the prominence, relative to other and special methods, which their importance 
merits. Altogether this new work will be of real service to every surgeon and a valuable practical supplement to whatever 
surgical literature he now possesses. The contributors include: Sir George Lenthal Cheatle, J. P. Lockhart-Mummery, V. 
Zachary Cope, H. S. Souttar, A. Tudor Edwards, W. S. Perrin, D. P. D. Wilkie, G. Gordon-Taylor, R. V. Hudson, Sydney 
McDonald, Victor Bonney and Allen Buckner Kanavel (Chicago). 


STEDMAN’S MEDICAL DICTIONARY. Best and Latest 


The new Tenth Revised Edition (August, 1928) of this internationally famous American medical dictionary should be 
promptly added to the equipment of every live practitioner. Your old medical dictionary is just about as reliable and 
helpful as an old train schedule. Keeping yourself up-to-date on medical terms is extremely necessary. A copy of the new 
Stedman is as profitable an investment as you can find. Personally edited by Thomas Lathrop Stedman, A.M., M.D., this 
edition makes the work the most up-to-date, complete, authoritative, scholarly and scientific medical dictionary in existence. 
Five hundred genuinely new medical terms have been added, while carefully avoiding the inclusion of freak words, “one- 
man” terms, and the multitude of misnomers or verbal indiszertions perpetrated in the haste of preparing medical papers, 
or during medical discussions, which should find no place in a scientifically edited dictionary. Hundreds of changes have 
been made by way of clarification. This dictionary is almost encyclopedic. It defines fully 70,000 words, not only those 
used in medicine, with their derivation and pronunciation, but includes dental, veterinary, chemical, botanical, electrical, life 
insurance and other special terms. The volume consists of 1206 large quarto pages, well illustrated by text engravings and 
full page plates, some in color. It is handsomely and durably bound in flexible leather substitute, with red edges. Price, 
$7.00 net, or with the much appreciated thumb index, $7.50 net. Makes a splendid gift volume for any friend in or con- 
nected with the profession. Be sure to give yourself a copy first. 


CHAPIN AND ROYSTER—Diseases of Infants and Children New Edition 


By Henry Dwight Chapin, A.M., M.D., Emeritus Professor of Medicine (Diseases of Children) New York Post Graduate 
Medical School and Hospital; Medical Director of the Speedwell Society; Consulting Physician to the New York Post Grad- 
uate Hospital, etc., etc., and Lawrence Thomas Royster, M.D., Professor of Pediatrics and Head of the Pediatric Department 
of the University of Virginia. Sixth revised edition, octavo, 690 pages, 186 illustrations, 10 full-page color plates, $7.50 net. 
It is only three years since the previous edition of this well-known standard work was published, but the rapidity of the 
changes and advances in all branches of Pediatrics made a very considerable revision necessary. Chapters and illustrations 
have been freely changed. Many parts rewritten, some sections elaborated, and many additions made. This work has a place 
entirely its own. It is as concise and compact as is compatible with thoroughness. While it serves as a splendid textbook 
for medical students, it is also essentially a practical handbook for the general practitioner or specialist, giving the maximum 
amount of information with the minimum amount of reading. The authors are of the highest standing and wide experience 
in their special field. Every physician is dealing with child patients daily and will do well to equip himself with this most 
up-to-date store of professional information on the diseases of children. No matter what other books you have on the sub- 
ject, this new edition of Chapin and Royster will be very valuable to you. 








WILLIAM WOOD & CO. ( cince'tso: ) 156 Fifth Ave., New York 
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STANDARD TEXTS 


! i Diseases of Women 

at vc ne By Harry S. Crossen, M.D., F.A.C.S., 
Professor of Clinical Gynecology, Wash- 
ington University School of Medicine. 6th 
edition. 1,005 pages, 934 illustrations, 1 
color plate. Cloth, $11.50. The standard 
text on medical gynecology for over 
twenty years. Completely covers diagno- 
sis, therapeutics, pathology, endocrinol- 
ogy, and treatment. 








Twice the heating speed- Physiology and Biochemistry 
° By J. J. R. Macleod, M.B., LL.D. (Aberd.), 
with half the wear! D.Se. (Tor.), F.R.S., Professor of Phys- 


iology, University of Toronto. Assisted 


The heating element in the new PELTON Ther- by Roy G. Pearce, A. C. Redfield, N. B 


matic Sterilizer covers the entire under surface 

: 4 Taylor, J. M. D. Olmstead, and others. 
ee ee ee ee Oe bth edition. "1054 pages, 291 text illus- 
c trations, 9 full pages in colors. Cloth, 
This enormously enlarged heating area not only $11.00. The one book on physiology writ- 
cuts boiling time in half, but adds years of serv- ten for the purpose of linking the prin- 
ice through lessened strain. The amount of watt- ciples of physiology with clinical medi- 
age per square inch is but a third of that in the cine and surgery. A popular text in 

ordinary concentrated element. most A-Grade schools. 

If you need a new Sterilizer, you need this newest Operative Surgery 
achievement in Sterilizer building. Complete de- By J. Shelton Horsley, M.D., F.A.C.S., 
tails gladly mailed on request. Attending Surgeon to St. Elizabeth’s 
Hospital, Richmond, Va. 3rd edition. 880 
THE PELTON & CRANE COMPANY pages, 756 illustrations. Cloth, $15.00. 


A splendid text, completely revised with 
original illustrations, emphasizing con- 
structive, conserving technic with every 
attention to physiological end results. 


Diseases of the Skin 


By Richard L. Sutton, M.D., Se.D., LL.D., 
F.R.S. (Edin.), Professor of Dermatol- 
ogy, University of Kansas. 7th edition. 
1,394 pages, 1,237 illustrations, 11 color 
plates. Cloth, $12.00. The standard in 
teaching on dermatology since the first 
edition in 1916. The pleasing text, full 
treatment, and wonderful illustrations all 
combine to make this an ideal text. 
Physical Diagnosis 

By W. D. Rose, M.D., Associate Professor 
of Medicine, University of Arkansas. 5th 
edition. 819 pages, 310 illustrations and 
color plates. Cloth, $10.00. The popu- 
larity of this text is evidenced by the 
The New fact that five editions have been called 
for in ten years. A sensible text that 


P = ) oo) O Fr pleases teacher and student. 
lS | ; a NX We shall be glad to send you copies of any 
E L | OS) N of these books. 


THERMATIC STERILIZER THE C. V. MOSBY COMPANY 
ey Medical Publishers 
Physicians’ Sizes, $38 and $42 3523 Pine Blvd. St. Louis, U.S.A. 


Detroit, Michigan 
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IMPORTANT MACMILLAN BOOKS 


Third Edition, Revised and Rewritten 


EDEN and LOCKYER’S 


GYNECOLOGY 


FOR STUDENTS AND PRACTITIONERS 


3rd Ed., Cloth, large 8vo, 822 pp., 556 Illustrations, 32 Colored Plates, $11.00 

The third edition of this work includes advances made in every branch of the subject. 
Recent researches on the anatomy of menstruation and of the corpus luteum have been given due 
prominence both in the text and by way of illustrations. 

“This is a work with which the writer is exceedingly familiar through five years of acquaint- 
ance as the preferred text in gynecology at New York University and Bellevue Medical School. 
The retention of Eden and Lockyer as the textbook of choice through these years, speaks of the 
attitude of the gynecological department toward the work as no review can do. The present edi- 
tion retains the high standard of its predecessors. It has been brought abreast of modern gyne- 
cological thought by the inclusion of such topics as recent researches in relation to menstruation 
and the corpus luteum and the work of Sampson, as well as a presentation of the blood sedi- 
mentation test in relation to gynecology.” Review from Annals of Surgery. 


ROWLANDS and TURNER’S 
THE OPERATIONS OF SURGERY 


7th Ed., Cloth, large 8vo, 2 vols., 900 Illustrations, 43 in color. Price $24.50 the Set 


“The seventh edition of The Operations of Surgery, in two volumes, by Dr. R. P. Rowlands 
and Dr. Philip Turner, both of Guy’s Hospital, London, is a magnificent compilation of the newest 
work in surgery. The authors have not hesitated to draw freely from the works of the finest 
talent of Europe and the United States. The illustrations alone would make the work desirable 
in any modern library for quick and practical reference.” Review from Military Surgeon. 


PLASTIC SURGERY OF THE ORBIT 


By J. EASTMAN SHEEHAN, M.D., F.A.C.S., Professor of Plastic Surgery, New York Postgraduate Medical 
School and Hospital; Associate Surgeon and Lecturer to the International Clinic of Otorhinolaryngology 
and Facio-maxillary Surgery, Paris; Member, Royal Society of Medicine, London; Member, American Asso- 
ciation of Plastic and Oral Surgeons; etc. 


Fabrikoid, large 8vo, 348 pp., highly Illustrated, $12.00 
“This is one of the best books on Plastic Surgery that has yet appeared.” 
Journal of the American Medical Association. 
“Throughout the work the text and illustrations are very clear and demonstrative. Small 
details are carefully explained without burdening the reader. Great effort is made to hold before 
the mind the idea of physiological function of the repaired or replaced structure.” 
Journal of Medicine and Surgery. 
“ . , will do much to elevate plastic surgery among its kindred specialties, abolish the 
previous indifference of medical thought and medical leaders, and condemn the practice of charla- 


tan cosmeticians.” Southern Medical Journal. 
“The author is to be congratulated on the successful manner in which he has presented this 
interesting phase of surgical work.” Archives of Otolaryngology. 


A TEXTBOOK OF SURGICAL HANDICRAFT 


By J. RENFREW Wuité, M.S.(N.Z.), F.R.C.S.(Eng.), Assistant Surgeon and Surgeon-in-Charge of the 
Orthopedic Department, Dunedin Hospital, New Zealand 


Second Edition Revised. Cloth, 8vo., 576 pp., $6.00 


Says a reviewer: “This admirable volume on Surgical Handicraft aims to assist the student 
in grasping the underlying principles of a hospital’s routine work, although it will be found an 
excellent aid by the entire guild of surgeons, since it codifies and expounds the essential details of 
surgical handicraft in an exhaustive manner.” 


THE MACMILLAN COMPANY, Publishers 
60 FIFTH AVENUE NEW YORK, N. Y. 
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No modification is necessary for normal 
full term infants. 
fie 
It gives excellent nutritional results in most 
cases and in addition these results are obtained 
more simply and more quickly. 
MoS 
Simple for the mother to prepare. 
was 
It resembles breast milk both physically and 
chemically. 
WAS 
Prevents rickets and spasmophilia. 
Boke 
Only milk from tuberculin tested cows and 
from dairy farms that have fulfilled the sani- 
tary requirements of the Cleveland City Board 
of Health is used as a basis for the production 
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tent of nitrogen. It is particularly free from 
reaction-producing proteins. 

Iletin (Insulin, Lilly) is adjusted to the 
tonicity of the blood; it is stable, accurately 
tested for potency, and conforms strictly to 
the standards and requirements of the Insu- 
lin Committee of the University of Toronto. 

For more than six years leading diabetes 
specialists in the United States have used 
Iletin (Insulin, Lilly) with excellent results 
in thousands of cases. Its purity, stability 
and uniformity are characteristic, and it is 
in constantly increasing use by the medical 


profession. Write for literature. 


ELI LILLY AND COMPANY 
INDIANAPOLIS, U.S. A. 
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Airplane Carrier U. S. S. Lexington 








Service Is What Service Does 


The maintenance of forty- 
one Victor offices in the prin- 
cipal cities of the U. S. and 
Canada, all manned by fac- 
tory trained men, is one of 
the reasons for satisfied Vic- 
tor users everywhere. The 
combination of Victor Qual- 
ity and Victor Service is to 
protect and justify your 
investment in X-Ray and 
Physical Therapy apparatus. 


RECENT incident served to prove how our nation-wide 

service organization can respond to a severe test: 
The Victor office at Washington, D. C., was informed by 
the Navy Department that service was desired on Victor 
X-ray apparatus installed on the Airplane Carrier U. S. S. 
Lexington, then lying at San Pedro, Calif., 3000 miles away. 
Quick action would be necessary, as the ship might be sent 
to sea any moment. The message was flashed to the manager 
of the Victor Branch Office at Los Angeles, and on the same 
day a trained service man reported at San Pedro, leaving 
them with their outfit operating at 100% efficiency. 

For years the Victor organization in its publicity has re- 
peatedly referred to Victor Service as one of the advantages 
enjoyed by users of Victor products. While the use of the 
word service is relied upon by many organizations to per- 
form miracles toward winning favorable consideration for 
a product, any gratifying results can emanate only through 
the actual rendering of the service, when the need for itis 
urgent and the situation unusually difficult. 

Letters in our files from physicians and institutions in all 
parts of the United States and Canada commend the Victor 
organization on making good its claims for Victor Service. 
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VICTOR X-RAY CORPORATION 


Manufacturers of the Coolidge Tube GQ] Crok Physical Therapy Apparatus, Electro- 
and complete line of X-Ray Apparatus 72 cardiographs, and other Specialties 


2012 Jackson Boulevard Branches in all Principal Cities Chicago, Illinois, U.S.A. 








ORGANIZATION 


A GENERAL ELECTRIC 
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GILLILAND 
BIOLOGICAL PRODUCTS 


Prepared under U. S. Government License Number 63 


DIPHTHERIA ANTITOXIN 


Gilliland Diphtheria Antitoxin is 
highly concentrated and refined, be- 
ing prepared in accordance with the 
most recently improved methods, in- 
suring high potency with a low total 
solid content. 


Our Antitoxin is marketed in our 
improved syringe container, ready for 
direct injection, as well as in ampuls 
on special orders. 


Gilliland Diphtheria Antitoxin is 
available in the following style pack- 
ages: 


1000 Units Syringe 
5000 Units Syringe 
10,000 Units Syringe 
20,000 Units Syringe 








SMALL-POX VACCINE 


Gilliland Small-pox Vaccine may be 
relied upon at all times, it being a 
pure and a safe product with guaran- 
teed potency. It is furnished in clear 
glass capillary tubes, hermetically 
sealed, with sterile needles for scari- 
fying, and rubber bulb for expelling . 
the Virus. 


Our Small-pox Vaccine is prepared 
under aseptic conditions in Laborato- 
ries especially adapted for the propa- 
gation of this important product. 


Gilliland Small-pox Vaccine is sup- 
plied in the following containers: 


1 Vaccination per Package 
2 Vaccinations per Package 
5 Vaccinations per Package 
10 Vaccinations per Package 








throughout the Country. 








Gilliland Biological Products are used under contract by the Board of 
Health in the States of Alabama, Illinois, Kentucky, Maryland, Penn- 
sylvania, Texas and Virginia, and also by many of the large cities 














The Gilliland Laboratories 


MARIETTA, PA. 
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Each cube & 


contains 
17 grains of 
sodium bromide 








«: Dosage 5» 


For Simple Insomnia: 





2.cubes in a cupful of very 
hot water, late in the after- 
noon or, with crackers, in 
liew of the evening meal. 


For Nervous A ffections: 





2 to 4 cubes per day. In 
nervous indigestion 1 cube 
may be taken directly with 
the morning and evening 
meals, or with every meal, 
if preferred. 


In Epilepsy: 


Ulrich director of theSwiss 
Institute for Epileptics at 
Zurich, uses 3 to6 cubes per 
day. Reprints on the use 
of Sedobrol in epilepsy in 
this country as well as in 
Europe will be sent on re- 
quest. 


«¢ Try it for se 


NERVOUS INDIGESTION 
NERVOUS HEADACHE 
HYSTERIA 
MIGRAINE 
SICKNESS OF PREGNANCY 
DYSMENORRHEA 
MENOPAUSE 
SEA-SICKNESS 
ALCOHOLISM 
MORBID EXCITABILITY 
SEXUAL HYPERSTHENIA 
INSOMNIA 
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O CUBES to a cupful of piping hot water make this pal- 
atable bromide broth physicians and patients alike agree is 
so effective. From the patient’s point of view Sedobrol is simply 
a savory, nutritious bouillon but hidden within is that very val- 
uable therapeutic agent sodium bromide, in a highly refined 
form—a harmless and soothing sedative for nervous agitation 
of all types. Sedobrol cubes are used to marked advantage 
wherever bromides are indicated. 


@ 


Unless you try Sedobrol you cannot 
appreciate the advantage of this 
unique form of medication, especially 
in the treatment of unmanageable, 
apprehensive patients or neurotics 
with the usual aversion to medicine. 
They cannot taste the bromide and 
are not aware that a sedative is being 
administered unless you care to di 
vulge the secret. 


cA 


simple, safe 

sedative for 
NERVOUSNESS 
NEURASTHENIA 
SLEEPLESSNESS 


SEDOBROL 


‘Roche’ 








Bromide given in this inviting man- 
ner also works much more quickly 
and there is little chance of nausea 
or gastric irritation. The 17 grains of 
sodium bromide which each Sedo- 
brol cube contains provides the salty 
flavor for the broth in place of table 
salt. The cube is made of vegetable 
extractives and condiments—not 
beef. A cup of Sedobrol in the late 
afternoon will almost invariably in- 
sure a fine night’s rest. 


















Marketed in air-tight metal con- 
tainers of 10, 20 and 100 cubes. 
A trial supply will be sent to vated 
sicians on request ........ 
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\ BREAST MILK 
/ 


4 is Nature’s Food 
for the Baby 


ne 
MANUAL EXPRESSION 


rf 
HI 

of the Breast Stimulates it to Greater 
Excretion 






WHEN ALL EFFORTS 
to supply the infant with Breast 
Milk fail 


TRY COMPLEMENTING 


those breast feedings which do not 
satisfy with 


SIMIEAC 


A scientific milk modification, 
adapted to the nutritional re- 


quirements of infants deprived 
of breast milk. 


SAMPLES AND LITERATURE 
will be mailed upon receipt 
of your prescription blank 






Pa 
Eye _\ 













MoorESs & Ross, INC. cvatontonies 


COLUMBUS, OHIO 
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Malnutrition, Marasmus, 


Infantile Atrophy, Athrepsia 


In an endeavor to improve conditions that may be properly 
grouped under the above-mentioned terms, the first thought of 
the attending physician i is an immediate gain in weight, and the 
second thought is to so arrange the diet that this initial gain 
will be sinned and progressive gain be established. Every 
few ounces gained means progress not only in the upward swing 
of the weight curve, but in digestive capacity in thus clearing 
the way for an increasing intake of food material. As a starting 
point to carry out this entirely rational idea, the following 
formula is suggested: 


Mellin’s Food 8 level tablespoonfuls 
Skimmed Milk 9 fluidounces 
Water 15 ounces 


This mixture furnishes over 56 grams of carbohydrates 
in a form readily assimilated and thus quickly available for 
creating and sustaining heat and energy. The mixture supplies 
over 15 grams of proteins for depleted tissues and new growth, 
together wills over 4 grams of inorganic elements which are 
necessary in all metabolic processes. These food elements are 
to be increased in quantity and in amount of intake as rapidly 
as continued improvement is shown and ability to take additional 
nourishment is indicated. 

A pamphlet devoted exclusively to this subject 


and a liberal supply of samples of Mellin’s Food 


will be sent to physicians upon their request. 


Mellin’s Food Co., 177 State St., Boston, Mass. 
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POST-GRADUATE 
INSTRUCTION 


Intensive two weeks’ courses in the 
following specialties: 


OPHTHALMOLOGY, 

: , em OTOLARYNGOLOGY & 
“ps ss amma RHINOLOGY 
October 22 .to November 3, 1928 


THE DIXON HEALTH GYNECOLOGY, OBSTETRICS & 
RESORT 5 to 17, 1928 


November 5 








Nervous diseases. Convalescents. All courses will be given by clinicians of 
Hydro-Electric and Mecano- recognized ability in their field. 
Therapy A nominal registration fee will be 
: charged. 
GUY E. DIXON, M.D. For complete information address 


Owner and Manager 


Hendersonville, N. C. SAINT LOUIS CLINICS 


“In the Land of the Sky” 3839 Lindell Blvd. St. Louis, Mo. 

















SALASCO SANITARIUM SCHOOL 
For Nervous and Retarded Children 
Alexander, Arkansas 


A home and school for a limited number of younger chil- 
dren. It makes a strong appeal to those desiring for their 
children individual care, in beautiful surroundings. 

The children have constant medical supervision, special 
attention given to habit training, corrective physical work, 
motor control and speech development. 

Situated in the suburbs of Little Rock, on a tract of forty 
acres, an ideal location, readily accessible by hard surface 
highway. 

Letters of inquiry may be addressed either to school or 
to city office, 508 Federal Bank and Trust Co. Bldg., 
Little Rock, Ark. 


R. F. DARNALL, M.D., Founder*and Superintendent 











WAUKESHA SPRINGS SANITARIUM 


For the Care and Treatment of 


NERVOUS DISEASES 
Building Absolutely Fireproof 
BYRON M. CAPLES, M.D., 
Medical Director 


FLOYD W. APLIN, M.D. 
L. H. PRINCE, M.D. 


Waukesha, - - Wisconsin 
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W. L. Brown, M.D., F.A.C.S. 
Surgery 


Paul Gallagher, M. D. 
Chest Surgery 


K. D. Lynch, M.D. 
Urology 


L. B. Baltz, D.D.S. 
Dental Surgery 


E. A. Duncan, M.D. 
Consultation, 
Internal Medicine 


G. Werley, M. D. 
Consultation 
Internal Medicine 


ANNOUNCING 


THE STAFF of 


ST. JOSEPH’S SANATORIUM 
EL PASO, TEXAS 


F. D. Garrett, M.D. 
Gastroenterology 
Stephen A. Schuster, M.D., F.A.C.S. 
Franklin P. Schuster, M.D., F.A.C.S. 
Ophthalmology and Otolaryngology 
J. W. Cathcart, M.D., F.A.C.R. 
C. H. Mason, M.D. 
Roentgenology 
W. W. Waite, M.D. 
Bacteriology and Pathology 
D. G. Arnold, M.D. 
Resident Physician 


Orville E. Egbert, M.D. 
Medical Director 








Internal Medicine 
Carroll DeCourcy, M.D. 


General Surgery 
Joseph L. DeCourcy, M.D. 


Eye, Ear, Nose and Throat 
Donald J. Lyle, M.D. 


Gynecology and Obstetrics 
Giles A. DeCourcy, M.D. 
Wm. A. Mathews, M.D. 


Roentgenology 
Otto Thuss, M.D. 





DeCourcy Clinic 


210 West Ninth Street 
CINCINNATI, OHIO 


- Medical and Surgical Staff 


Gastro-Enterology 
Joseph Weil, M.D. 


Urology 
Charles McDevitt, M.D. 


Dental Surgery 
Leon J. Howard, D.D.S. 


Laboratory 
Pagi F. Weil, M.D. 


Anaesthesia 
Alvin F. Renneker, M.D. 
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Vol. XXI No. 10 SOUTHERN MEDICAL JOURNAL 15 





BALYEAT HAY-FEVER AND ASTHMA CLINIC 


1209 Medical Arts Building Oklahoma City, Okla. 
Ray M. Balyeat, M.A., M.D., Director 








Pollen House Laboratory 


The Clinic is devoted exclusively to the study and treatment of asthma, hay-fever, 
and allied diseases (certain types of eczema, urticaria and migraine). 

Patients referred to the Clinic will be thoroughly investigated, material for treat- 
ment prepared, and returned to their doctor for further care. 








HIGH OAKS SANATORIUM 


Established 1887 


Lexington, Kentucky 
1000 Feet Elevation 


For the Treatment of Nervous and Mental Diseases, 
Liquor and Addictions 


Every approved method of treatment applied as indicated after 
thorough clinical and laboratory examination of patient. Constant expert 
medical supervision and specially trained nurses. Complete hydrotherapeu- 
tic equipment. Although a fully equipped institution, the sanatorium has 
a comfortable, home-like atmosphere. 

New brick buildings, rooms with and without private baths. Exten- 
sive, beautifully wooded grounds in the heart of the blue grass region; a 
short drive from the famous scenery of the Kentucky River. 

Music. Billiards and pool, tennis, croquet and other in and outdoor 
games. Eighteen hole golf course available. Frequent automobile drives. 


For complete information, address 
DR. GEO. P. SPRAGUE, Supt. 
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DAVIS-FISCHER SANATORIUM 


35 LinDEN AVENUE, N. E., 
ATLANTA, GEORGIA 





wis 


aN oe 
ees S et 5 








Our institution is com- 
plete for investigation 
and treatment of all 
diseases, except alco- 
holic, mental and con- 
tagious. 


Training school for 
nurses. 




















THE HENDRICKS - LAWS 
SANATORIUM 


El Paso, Texas 
Chas. M. Hendricks, James W. Laws, 
Medical Directors 
A modern and thoroughly equipped pri- 
vate institution for the treament of all 
forms of tuberculosis, located at an ideal 
point, where atmospheric conditions ap- 
proach perfection in the treatment of such 
disorders. For fuli information, address 
T. B. Craft, Business Manager. 


Altitude 4,000 feet. Percentage of Humidity .46 
335 Sunny Days. Average Rainfall 9.12 inches. 














Ohe 


OXFORD RETREAT 


OXFORD, OHIO 


FOR 
Nervous 
and 


Mild Mental Cases 


R. HARVEY COOK 
Physician in Chief 


Write for Descriptive Circular 
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H I  - L C R E S 7 SA N I T A R I U M FOR NERVOUS AND MENTAL DISEASES 
AND SELECTED CASES OF ADDICTION 
Hill Crest Sanitarium is ideally located on the crest of Higdon Hill on the proposed Scenic Highway overlooking the 
city. All modern conveniences. Separate buildings for convalescent women patients. Several acres of well shaded lawn. 
Adequate nursing service maintained. Consultants: B. L. Wyman, M.D., H. S. Ward, M.D., C. M. Rudulph, M.D. 
JAMES A. BECTON, M.D., Physician in Charge. P.O. Box 96, Woodlawn, Birmingham, Ala., Phone Wdl. 1200 








SAM E. THOMPSON, M.D. H. Y. SWAYZE, M.D. WM. R. FICKESSEN, M.D. 














Main Building. There are 36 Cot tages with Modern Conveniences 


THE THOMPSON SANATORIUM 


FOR THE EE eta a OF 
TUBERCUL 
KERRVILLE X-Ray and Laboratory Graduate Nurses TEXAS 


Ideal all year climate. Seventy-five miles northwest of San Antonio—1400 feet higher 
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STUART CIRCLE HOSPITAL, Richmond, Va. 








STAFF 
General Surgery: Obstetrics : Internal Medicine: Ophthalmology, Oto-Laryngology: 
Stuart N. Michaux, M.D. Greer Baughman, M.D. Alex G. Brown, Jr., M.D. Clifton M. Miller, M.D. 
Charles R. Robins, M.D. Ben H. Gray, M.D. Manfred Call, M.D. R. H. Wright, M.D. 


With consulting offices for the staff, labofatories, surgical and obstetrical operating rooms, equipment for the 
treatment of medical cases and a training school for nurses the STUART CIRCLE HOSPITAL is a modern 


standardized hospital for private patients. 
CHARLOTTE PFEIFFER, R. N., Superintendent. 











DR. MOODY'S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addiction 
and Nervous Invalids Needing Rest and Recuperation. 


Established 1908. Strictly ethical. Location delightful summer and win- 
ter. Approved diagnostic and therapeutic methods. Modern clinical lab- 
oratory. Seven buildings, each with separate lawns, each featuring a 
small separate sanitarium, affording wholesome restfulness and recrea- 
tion, in doors and out doors, tactful nursing and homelike comforts. Bath 
rooms en suite, 100 rooms, large galleries, modern equipment, 15 acres, 
350 shade trees, cement walks, playgrounds. Surrounded by beautiful 
park, Government Post grounds and Country Club. 


T. L. MOODY, M.D., J. A. McINTOSH, 
Supt. and Res. Physician. Res. Physician. 
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In the Heart of the South 





GORGAS HOTEL-HOSPITAL 


Built and operated by the SEALE HARRIS CLINIC for the diagnosis and treatment of internal dis- 


eases, particularly gastro-intestinal, cardio-vascular-renal, nervous, and metabolic diseases. 


courses of instruction for diabetics. Excellent summ 
Highland Avenue at Sycamore Street 


Special 
Rates reasonable. 
Birmingham, Alabama 


er climate. 











McGUIRE CLINIC 


ST. LUKE’S HOSPITAL 
Richmond, Virginia 


Medical and Surgical Staff 


General Medicine 
GaRNETT NEtson, M.D. 
James H. SmitH, M.D. 
Hunter H. McGuire, M.D. 
Marcaret No tine, M.D. 
JoHN PoweLtt Wiiiiams, M.D. 
Doucias G. CHapmMan, M.D. 


Pathology and Radiology 
S. W. Bupp, M.D. 


Roent genology 
A. L. Gray, M.D. 
J. L. Tass, M.D. 


Urology 


Austin I. Dopson, M.D. 


ee 





General Surgery 
Stuart McGurre, M.D. 
W. Lownpes Pepre, M.D. 
CaRRINGTON Wi .iaMs, M.D. 
Bevery F. Ecktes, M.D. 


Orthopedic Surgery 
WituiaM T. GraHam, M.D. 
D. M. FauLkner, M.D. 


Dental Surgery 
JoHN Bett Wiruiams, D.DS. 
Guy R. Harrison, D.D.S. 


Eye, Ear, Nose and Throat 
Tuomas E. Hucues, M.D. 
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(Rear View) Physiotherapeutic, Dietetic, Medical (Booklet on Request) 


BLACKMAN HEALTH RESORT Y 40 eee Atlanta, Ga. 








GRACE LUTHERAN SANATORIUM 





Vy anehito Teens 


FOR TUBERCULOSIS 


San Antonio, Texas 


MODERN institution in beautiful San 

Antonio. Climate unexcelled the year 
round for treatment of tuberculosis. Pri- 
vate rooms with bath and sleeping porch; 
individual cottages; high-class accommoda- 
tions; Radiographic and Fluoroscopic serv- 
ice; complete medical staff; moderate rates. 


For booklet and information address 
REV. PAUL F. HEIN, D.D., Supt., 


P. O. Box 214 
SAN ANTONIO, TEXAS 











DRS. KEITH, KEITH 
and BELL 


746 Francis Bldg. 


Modern equipped X-Ray Laboratories 
at 
Office and Hospitals for 
Diagnosis and Therapy 


An ample supply of Radium for 
the treatment of superficial and 
deep lesions in which radium is 


indicated. 


J. PAUL KEITH D. Y. KEITH 
JOS. CLARK BELL 


Louisville, Ky. 


MEDICAL COLLEGE of VIRGINIA 


University College of Medicine 
Medical College of Virginia 
(Consolidated, 1913) 


Schools of 
MEDICINE, DENTISTRY, PHARMACY, 
URSING 


Modern laboratories and equipment. Extensive dis- 
pensary service; hospital facilities, furnishing 400 
clinical beds; individual instruction; experienced 
faculty; practical curriculum. For general catalog, 
address 


J. R. McCAULEY, Secretary-Treasurer 
1112 East Clay Street Richmond, Virginia 














WATAUGA SANITARIUM 


Ridgetop, Tenn. 


Cottage sanitarium for the treat- 
ment of tuberculosis. 

Location ideal, elevation 1000 feet. 
Rates reasonable. 


Illustrated booklet on application. 
DR. W. S. RUDE, Medical Director 
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CITY VIEW SANITARIUM 
(Established 1907) 


For MENTAL and NERVOUS DISEASES and ADDICTIONS 


Moved to its new location July 1, 1922 
An entirely new plant has been erected 


Separate buildings for men and women, ideally arranged and equipped with every facility for the comfort, care and 
treatment of the class of patients received. Situated im the midst of a fifty-acre tract, and surrounded by large 
grove and attractive lawns. Two resident physicians. Training school for nurses. 

References. The medical profession of Nashviile 


JOHN W. STEVENS, M.D., Physician-in-Charge 


NASHVILLE R. F. D. No. 1 TENNESSEE 
On Murfreesboro Pike, one-half mile east of old location. 














BRAWNER’S SANITARIUM 


ATLANTA, GEORGIA 


A modern neuropsychiatric hospital with special 
laboratory facilities for the study and treatment 
of early cases. Also a department for the treat- 
ment of drug and alcoholic addictions. 

The Sanitarium is located on the Marietta Elec. 
tric Car Line ten miles from the center of At- 
lanta, near Smyrna, Ga. The grounds comprise 80 
acres. The buildings are steam heated, electrically 
lighted, and many rooms have private baths. 

Address communications to Brawner’s Sanita- 
tium, Smyrna, Ga., or to the city office, 157 
Forrest Avenue, N. E., Atlanta, Ga. 


Dr. Jas. N. Brawner, Medical Director. 
Dr. Albert F. Brawner, Resident Physician. 











ARLINGTON HEIGHTS SANITARIUM 


P. O. BOX 978, FORT WORTH, .TEXAS 


For Nervous Diseases and 
Selected Cases of Mental Dis- 
eases. 


(Incorporated under laws of 
Texas 


BRUCE ALLISON, M.D. 
Superintendent 


JAS. D. BOZEMAN, M.D. 
Resident Physician 
DRS. W. L. ALLISON 
and JNO. S. TURNER 
Consultants 
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THE POPE HOSPITAL 


Incorporated 


THIS IS A PIONEER INSTITUTION WITH 35 YEARS EXPERIENCE 


A modern hospital com- 


pletely) equiped for the treatment 
of neurological and internal med- 


icine cases. 

Giving a complete diagnosis 
so as to find the underlying causes 
of the patients illness. 








A modern laboratory tests 
the blood, blood serum, gastric 
juice, biliary secretion by a blad- 
der drainage, feces, sputum, urine, 
spinal fluid, etc. 

Patients refered for diagnosis 
only, will be kept for the time 





HYDROTHERAPY necessary for the diagnosis and 
ELECTROTHERAPY laboratory tests. 

GALVANIC , , 
SINUSOIDAL ; Cooperation of the physi- 
STATIC cian is always sought and they 
THERMOTHERAPY are cordially inVited to visit and 
MECHANOTHERAPY see our methods. 

FARADIC 

HIGH FREQUENCY FOR FURTHER INFORMATION 
DIATHERMY AND LITERATURE WRITE TO 


Mechanical Vibration and all forms of light, 


are some of the things it can do for the patients 


refered to it. 


Objectionable cases. 





We do not accept Insane, Morphine, or other 


| THE POPE HOSPITAL 


Incorporated 


LOUISVILLE, KENTUCKY 


CURRAN POPE, M. D. 
Medical Director 











] 





POTTENGER SANATORIUM 
: MONROVIA, CALIF. 
for Diseases of the Lungs and Throat 


F. M. Pottenger, A.M., M.D., L.L.D., Med. Director 
J. E. Pottenger, A.B., M.D., Asst. Med. Director 
and Chief of Laboratory 
S. P. Bittner, M.D., Resident Physician 
Situated on the Southern slope cf the Sierra Madre 
Mountains at an elevation of 1,000 feet. Winters 
delightful; summers cool and pleasant. Thorough- 
ly equipped for the scientific treatment of tuber- 
culosis. A clinic for the diagnosis and study of 
such non-tuberculous diseases as asthma, lung ab- 
secess and bronchiectasis is maintained in connec- 

tion with the Sanatorium. 
Address POTTENGER SANATORIUM, 
Monrovia, Calif., for particulars 
Los Angeles Office, 
After Oct. 1, 1212-14 Wilshire Medical Building, 
1930 Wilshire Boulevard. 











ALBUQUERQUE SANATORIUM 


Located in the heart of the great Southwest, the Land of Sunshine. Average annual rain- 
fall 7 inches. Altitude moderate. Albuquerque is the largest city in New Mexico and is 
served by the main line of the Sante Fe. 

The open-air hygienic treatment of Tuberculosis is supplemented by artificial Pneumo- 
thorax and X-Ray Therapy under the direction of a staff of 5 physicians specially trained 
in Internal Medicine. Special facilities for Sun Baths. 

Private sleeping-porches, baths, bungalows and modern fire-proof buildings. 


On request information will be given concerning accommodations available 


W. A. GEKLER, M. D., Medical Director 
A. L. Hart, M.D. H. P. Rankin, M.D. B. J. Weigel, M.D. 
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THE STEWART HOME TRAINING SCHOOL, Frankfort, Ky. 
For the Care and Training of MENTALLY DEFECTIVE CHILDREN 


Expert training, mental development 
and care by specially trained teachers, 
nurses and physician who has devoted 
his life to the study and treatment of 
cases of arrested mental development. 

Delightfully located in the beautiful 
blue grass region of Kentucky. Five 
hundred acres of lawn and woodland 
for pleasure grounds. Seven elegantly 
appointed buildings, electrically lighted 
and steam heated. Highly endorsed by 
prominent physicians. Write for de 
scriptive catalogue. Address 


DR. JOHN P. STEWART 
Box M, Frankfort, Ky. 











THE WINYAH SANATORIUM 


OPERATED BY THE VON RUCK MEMORIAL SANATORIUM, Inc. 
Established in 1888 by Dr. Karl von Ruck 
ASHEVILLE, N. C 


Medical Staff: Dr. R. E. Flack, Dr. Edw. W. Schoenheit, Dr. Louis Dienes 
A Modern and_ completely 


equipped institution for the treat- 
ment of tuberculosis. High-class ac- 


commodations. Strictly scientific 
methods. For particulars and rates 
write to 


WM. A. SCHOENHEIT, 
Business Manager. 
(Please mention this Journal) 

















INGE-BONDURANT SANATORIUM acasaars 





Beautifully and conveniently located opposite Ryan Park 


Neuropsychiatry and Internal Medicine Surgery 
Dr. E. D. Bondurant, Dr. E. S. Sledge Dr. F. M, Inge 
A private general hospital. Specially equipped for and adapted to the diagnosis and treat- 
ment of neuropsychiatric and internal medical conditions. Adequate facilities for surgical 
and obstetrical cases. Complete radiologic, clinical pathologic, physiotherapy and dietetic 
departments. Troublesome insane or otherwise objectionable patients not received. 
W. H. THOMPSON, Radiologist MISS MARTHA MARSH, Clinical Pathologist 
MRS, EFFIE P. LINDSAY, R.N., Superintendent of Nurses MRS. A. M. NABORS, Superintendent 
STANDARD TRAINING SCHOOL FOR NURSES 
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LYNNHURST SANITARIUM 


FOR NERVOUS DISEASES AND MILD MENTAL DISORDERS 


Situated in the suburbs of Memphis in a natural park comprising 28 acres of beautiful woodland and 
ornamental shrubbery. Modern and approved methods in construction and equipment. Sanitary plumb- 
ing, low-pressure steam heat, electric light, fire protection and an abundance of pure water. The ele- 
gance and comforts of a well appointed home. Rooms single or en suite with private bath. Facilities 
for giving Hydrotherapy, Electrotherapy, Massage, Physical Culture and Rest Treatment. Experienced 
nurses and house Physician. An improved treatment for Opium-Morphin Addiction. 

Ss. T. RUCKER, M. D., Director Medical Department 


Memphis, Tenn. Bell Telephone Connections 

















KENILWORTH SANITARIUM 


(Established 1905) 
KENILWORTH, ILLINOIS 


C. and N. W. Railway, 6 miles North of Chicago 
Built and equipped for the treatment of nervous 
and mental diseases. Approved diagnostic and [§ 
therapeutic methods. Over ten acres of well parked 
and landscaped grounds. Supervised occupational] 
and recreational activities—golf, baseball, croquet, 
handicraft. An adequate night nursing service 
maintained, Sound-proofed rooms with forced ven- |i 
tilation (no different in appearance from other 
rooms). Elegant appointments. Bath rooms en 
suite, eectric elevator. 
RALPH C. WARNE, M. D. 
ELLA BLACKBURN, M. D. 
CHRISTY BROWN, Business Mor. 
PETER BASSOE, M. D., Consulting Physician 


All correspondence should be addressed to 
Kenilworth Sanitarium, Kenilworth, Il. 

















THE TUCKER SANATORIUM, Inc. 


Madison and Franklin Streets 
RICHMOND, VIRGINIA 


This is the Private Sanatorium for the Neurological Practice of Drs. Beverley 
R. Tucker and R. Finley Gayle 


The Tucker Sanatorium is for the treatment of nervous diseases. Insane and acute 
alcoholic cases are not taken. The Sanatorium is large and bright, surrounded by a lawn 
and shady walks and large verandas. It is situated in the best part of Richmond and is 
thoroughly and modernly equipped. There are departments for massage, medicinal exercises, 
hydrotherapy, occupation and electricity. The nurses are specially trained in the care of 
nervous cases. 
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VON ORMY COTTAGE SANITORIUM Fer the Treatment of Tuberculosis 


W. R. GASTON, Manager F.C. COOL, Assistant Manager R. G. McCORKLE, M.D., Medical Director 


Ideally located near San Antonio, Texas. An institution that offers the proper care of tuberculous patients at 
moderate rates. For Booklet and other information please address the Manager. 








WALTER R. WALLACE, M.D. HUGH W. PRIDDY, M.D. 








THE WALLACE SANITARIUM 
MEMPHIS, TENN. 
(SUCCEEDING THE WALLACE-SOMERVILLE SANITARIUM) 
For the Treatment of Drug Addictions, Alcoholism, Mental and Nervous Diseases 
Located in the Eastern Suburbs of the City—Sixteen Acres of Beautiful Grounds 
All Equipment for Care of Patients Admitted 
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DR. STOKES SANATORIUM 





A strictly modern Neuro-Psychiatric Hospital, fully 
equipped for the scientific treatment of all nervous 
and mental affections. Surrounded by five acres of 
beautiful wooded grounds. Rates include private 
room, board, general nursing, tray service and med- 
ical supervision. Separate apartments for male and 
female patients. Our treatment for Alcoholics is one 
of Gradual Reduction and Elimination which destroys 
the craving for alcohol. Our drug treatment is one 
of Gradual Reduction which builds the patient up 
physically while being reduced, restores their appetite 
and sleep and relieves their constipation. Location 
retired and accessible. Long distance phone: East 
1488. For further information apply to E. W. Stokes, 
M. D., Supt., 923 Cherokee Road, Louisville, Ky. 








St. Elizabeth’s Hospital 
RICHMOND, VA. 


Staff 


J. Shelton Horsley, M.D., Surgery and Gynecology 

J. 8. Horsley, Jr., M.D., Plastic, Thoracic and 
General Surgery 

Wm. H. Higgins, M.D., Internal Medicine 

O. O. Ashworth, M.D., Internal Medicine 

Austin I. Dodson, M.D., Urology 

Fred M. Hodges, M.D., Roentgenology 

Thos. W. Wood, D.D.S., Dental Surgery 

Helen Lorraine, Medical Illustration 


Administration 
N. EB. Pate... eeseseeeeeses--se USiNess Manager 


SCHOOL FOR NURSES 


The Training School is affiliated with Johns 
Hopkins Hospital! in Baltimore for a_ three 
months’ course, each, in Pediatrics and Ob- 
stetrics. A course in Public Health Nursing is 
given as an elective in the Senior year at the 
Richmond School of Social Work and Public 
Health which is a department of William and 
Mary College. All applicants must be graduates 
of a high school or have the equivalent educa- 


tion. 
Address 


ROSE Z. VAN VORT, R. N., 


Superintendent of' Hospital and 
Principal of Training School. 








THE 
MARTIN 
CLINIC 


Dugan-Siuart Bldg. 
HOT SPRINGS, ARKANSAS 


DR. E. A. PURDUM 
Chief of Staff 
DR. W. G. KLUGH 
DR. W. F. PORTER 
DR. P. Z. BROWNE 
DR. C. W. JENNINGS 


W. J. FORD 

Roentgenology 

C. W. ABEL 
Clinical Pathology 











SAINT ALBANS SANATORIUM 





RADFORD, VA. 


MEDICAL STAFF: 


J. C. King, M.D. 
John J. Giesen, M.D. 
Ira C. Long, M.D. 


A modern, ethical Institution, fully 
equipped for the diagnosis, care and 
treatment of medical, neurological, mild 
mental and addiction cases. Ideal lo- 
cation, 2000 feet above sea level. Rates 
reasonable. Railway facilities excellent. 
Write for full details. 




















Vol. XXI No. 10 





SOUTHERN MEDICAL JOURNAL 


27 





WM. RAY GRIFFIN, M.D. 


M. A. GRIFFIN, M.D. 


APPALACHIAN HALL 


ASHEVILLE, N. C. 


For the Treatment of Nervous Diseases 


Located in a beautiful park of twenty-five acres, in one of the famous all- 
the-year-round health resorts of the world, where climate, air, water and scenery 
are unsurpassed. Five separate buildings, thoroughly modern, afford ample 
facilities for the classification and separation of patients. 


Treatment is limited to Nervous and Mental Diseases, Selected Cases of 


Alcoholic and Drug Habituation. 


Hydro-therapy, Electro-therapy, Occupational-therapy and Massage exten- 
sively used. The two physicians in charge reside in the Institution and devote 
their entire time to the care and treatment of the patients. 

For information and booklet write Drs. Griffin and Griffin. 











Hospital For General Diagnosis 
and Nervous Diseases 


“NORWAYS” 


1820 E. 10th Street, Indianapolis, Ind. 


An institution devoted to the Research, Study and 
Diagnosis of all problems in Medicine and Surgery, 
especially of conditions involving the Nervous Sys- 
tem. All newer methods of Diagnosis, particularly 
the Chemistry of the blood, spinal fluid, secretions 
and excretions of the body are employed. The im- 
portance of the body metabolism and its relation to 
diseased conditions is emphasized. 


The co-operation of physicians is invited. It is the 
policy of the Hospital to return patients to their 
home and family physician for treatment, at the 
earliest possible moment, after diagnosis is made. 
Only at the request of the patient’s physician will 
any case be kept in the Hospital beyond the neces- 
sary period of observation. 


A complete staff of skilled specialists in co-opera- 
tion. 
For further particulars regarding rates, ete., write 


DR. ALBERT E. STERNE or 
DR. LARUE D. CARTER 


“Norway” Hospital for General Diagnosis 
and Nervous Diseases. 








The Torbett Sanatorium 


and Diagnostic Clinic 
With the Majestic Hotel and Bath House 


and the 
BETHESDA BATH HOUSE 


Three thoroughly modern institutions under the 

same roof. All recognized methods of physio- 

therapy, dietetics, x-ray, and laboratory are 

utilized. A graduate experienced physician in 

charge of each department aided by trained 

nurses and assistants. Water similar in com- 

position and properties to the famous Carlsbad. 

We also have a chartered Nurses’ Training 

School emphasizing Physiotherapy. 

STAFF 

J. W. Torbett, B.S., M.D., F.A.C.P., Supt., Diagnosis 
and Internal Medicine. 

O. Torbett, Ph.G., M.D., Asst. Supt., Diagnosis and 
Internal Medicine. 

as P. Hutchings, M.D., Eye, Ear, Nose and 

roat. 

FP. ~ York, M.D., Roentgenology and Gastro-Enter- 
ology. 

Howard Smith, M.D., Surgeon. 

Chas. W. Rudolph, A.B., M.D., Internist, Cardiology. 

S. A. Watts, M.D., Urology and Syphilology. 

Cromwell Rogers, M.D., Pathology. 

S. P. Rice, M.D., M. A. Davidson, M.D., Obstetrics 
and General Practice. 

H. H. Robertson, D.D.S. 

Miss Sarah Kirvin, R.N., Supt. of Nurses and Anes- 
thetist. 

Miss Mary Valigura, R.N., Supt. Surgical Dept. and 
Physiotherapy. 

Miss Margaret Barclay, Graduate Dietitian. 


For further information, write for folder to 
TORBETT SANATORIUM, Marlin, Texas 
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The Cincinnati Sanitarium 
Inc. 1873 

For Mental and Nervous Diseases. 
A strictly modern hospital fully 
equipped for the scientific treat- 
ment of nervous and mental affec- 
tions. Situation retired and acces- 
sible. For details write for descrip- 
tive pamphlet. 


a. 
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F, W. Langdon, M.D., 
Robert Ingram, M.D., 
Visiting Consultants 
D. A. Johnston, M.D., 
Medical Director 





H. P. COLLINS, Business Managet 
Box No. 4, College Hill 
CINCINNATI, OHIO 


“REST COTTAGE?” College Hill, Cincinnati, Ohio 


For purely 
nervous cases, 
nutritional  er- 
rors and con- 
valescents, 









Completely 
equipped for hy- 
drotherapy, 
massages, etc. 


Cuisine to 
meet individual 
needs, 


eng Langdon, 
Robert : Ingram, 
Visiting 


Consultants, 


D. A. Johnston, 
M.D., Medical 
Director. 
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South Mississippi Ambler Heights 


Infirmary Sanitarium 
Established 1901 Conducted for incipient and 
Standardized convalescent tuberculous cases. 


ASHEVILLE, N. C. 
GENERAL HOSPITAL 
Equipment and methods rated (monthly 


RADIUM AND X-RAY CLINIC average) 99% by the Asheville Board of 


Health for four years. Booklet and in- 
formation upon request. 


W. W. CRAWFORD, M.D. 
Surgeon-in-Chief 


Address 
DOCTORS AMBLER & AMBLER 
HATTIESBURG, MISSISSIPPI P. O. Box 1861, Asheville 

















Westbrook Sanatorium, Richmond, Virginia 


THROUGH THE MEDICAL STAFF 
DOCTORS JAS. K. HALL, P. V. ANDERSON AND E. M. GAYLE 


WISHES TO ANNOUNCE TO THE PROFESSION THE OPENING 
OF AN ADDITION TO THE INSTITUTION OF TWO BRICK BUILD- 
INGS—ONE FOR MEN AND ANOTHER FOR WOMEN. 


embrace eighty-five acres. The lawn is large and beautifully shaded; there are private 
walks and drives, and the institution affords the quietness and serenity of the country 
within sight of the city. 


Rooms may be had single or en suite, with or without private baths. Small cottages, suitable 
for one patient, are also available. 


Treatment is limited to Nervous Disorders, mild Mental Affections, and to Alcoholic and Drug 
Habituation. Nurses and attendants are trained for this special work and the Sanatorium fur- 
nishes every facility for the rational treatment of such patients. 


Life in the out-of-doors, combined with properly selected work for each patient, constitutes an 
important therapeutic measure. 


f% HE PLANT now consists of nine separate buildings situated in the midst of grounds which 


The three physicians live at the Sanatorium and devote their entire attention to the patients. 


BOOKLET UPON REQUEST 
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Nem York Post-Graduate 
Mediral School and Hospital 


DERMATOLOGY and SYPHILOLOGY 


For further information address 


The Dean, 306 East Twentieth Street, New York City 











POST GRADUATE COURSES 
In All Branches For 
PHYSICIANS AND 

SURGEONS 


LABORATORY AND X-RAY 
TRAINING FOR PHYSICIANS 
AND TECHNICIANS 


Graded Courses in 
EYE, EAR, NOSE AND 
THROAT 


For Further Information Address 


POST GRADUATE HOSPITAL 
AND MEDICAL SCHOOL 


2400 S. Dearborn St. Chicago, Illinois. 








The Tulane University of 
Louisiana 


GRADUATE SCHOOL OF 
MEDICINE 


Approved by the Council on Medi- 
cal Education of the A.M.A. 
Post-graduate instruction offered 
in all branches of medicine. Courses 
leading to a higher degree have 
also been instituted. 

A bulletin furnishing detailed in- 
formation may be obtained upon 
application to the 


DEAN 
GRADUATE SCHOOL OF 
MEDICINE 


1551 Canal Street 
New Orleans, La. 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 











EYE, EAR, NOSE and THROAT 








FOR INFORMATION ADDRESS 


EXECUTIVE OFFICER, 345 WEST 50TH STREET, NEW YORK CITY 








Courses for Physicians 


Aniver sit 
NMUers Vy | Regular Graduate Medical Courses of One to Three Years’ Duration. Leading to Appropriate 
of | Certificates or Graduate Medical Degrees in the following separately organized and conducted 
| Clinical and Medical Departments: 
| Internal Medicine, Pediatrics, Neuropsychiatry, Dermatology-Syphilology, *Radiology, 
PUNE luania | Gynecology-Obstetrics, Orthopedics, Urology, Ophthalmology, Otolaryngology, co Roan og 
; Anatomy, *Physiology, *Pathology, *Bacteriology-Immunology, *Pharmacology. 
| In every course the registration quota is limited. All of the stated Regular Courses begin 
| annually in mid-October except in the cases of departments designated by the asterisks, 
| Wherein the courses begin whenever vacancy occurs in the quota. A “‘year” is thirty-two or 
usenet School | more weeks, according to the department concerned. 
| Certain briefer Special Courses (special subdepartmental] subjects) are also available, as follows: 
of Medicine Tuberculosis, Clinical and Sociologic; Cardiology, Gastroenterology; Protein Sensitization, Para- 
; sitology and Tropical Medicine; Diabetes, Mellitus, Arterial Hypertension and Obesity; Electro- 
therapeutics; Infant Feeding; Intubation; Clinical Psychiatry; Clinical Dermatology; Neuro- 
rt > | anatomy and Neuropathology; Neurootology; Operative Surgery and Surgical Anatomy; ‘Pert: 
le | thesia; Orthopedic Diagnosis; Operative Orthopedics; Ophthalmic Operations; Ocular Peri- 
The e tro Chirurgircal | metry; Ocular Musculature; Ocular Refraction; Lary and 
uf Ile copy; Otologic (cadaver) ‘Operations: Otolaryngologic (cadaver) Operations; Clinical Bio- 
oulege | chemistry; Basal Metabolism. 








~ Address: Dean, Graduate School of Medicine, University of Pennsylvania, Philadelphia ‘ 


UNIVERSITY OF MARYLAND, SCHOOL OF MEDICINE 


AND 


COLLEGE OF PHYSICIANS AND SURGEONS 


Requirements for Admission—Two years of college work, including English, Chemistry, 
Biology and Physics, in addition to an approved four years high school course. 

Facilities for Teaching—Abundant laboratory space for equipment. Two large general 
hospitals absolutely controlled by the faculty and several hospitals devoted to specialties, in 
which clinical teaching is done. 


For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts. 
Baltimore, Md. 
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AT THE MENOPAUSE 


The distressing symptoms that so frequently accompany the climacteric, but more particularly the ag- 
gravated symptoms of the artificial menopause, are often controlled by the administration of 


LUTEIN TABLETS, H. W. & D. 
LUTEIN SOLUTION AMPULES, H. W. & D 
The choice of the medication depends, of course, on the judgment of the physician as to whether oral or 
hypodermatic administration is indicated. Both products represent the 
CORPUS LUTEUM OF THE SOW 

unmodified by treatment with solvents or by exposure to temperatures above animal body heat in the 
drying process. All separation of extraneous matter is made by mechanical means and all drying is 
in vacuo. The unaltered corpus luteum should, therefore, be presented in our products and clinical ex- 
perience with them should demonstrate their therapeutic activity. 
Ovarian dysfunction as evidenced in dysmenorrhea and amenorrhea is also an indication for Lutein medi- 
cation, and if the diagnosis of such dysfunction is reasonably well established, definite therapeutic re- 


sults may be expected. 
WHOLE OVARY TABLETS, H. W. & D. 
OVARIAN RESIDUE TABLETS, H. W. & D. 


are also offered for those who prefer, for certain indications, the use of the whole gland or of the residue 
remaining after corpus luteum separation. 


H. W. & D—SPECIFY—H. W. & D.—SPECIFY—H. W. & D—SPECIFY—H. W. & D. 


HYNSON, WESTCOTT & DUNNING 
BALTIMORE, MD. 


LITERATURE FURNISHED Upon REQUEST 
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FUNGATING LYMPHATIC TUBERCULO- 
SIS OR SPOROTRICHIAL TYPE OF 
SKIN TUBERCULOSIS* 


By C. Aucustus Simpson, M.D., 
Washington, D. C. 


In presenting this clinical case report to you 
I have in mind the description of a type of skin 
tuberculosis which closely simulates the com- 
mon clinical example of sporotrichosis. So much 
so, that while the linking of the names of two 
distinct clinical entities might be deplored it does 
furnish us with a mental picture unsurpassed 
by any other description. The type I refer to 
in my experience is quite rare and does not 
include cases of cervical tuberculosis like those 
of Stokes! who reported ten cases occurring in 
his practice during eight years, He cites an ex- 
ample, Case 3, of cervical tuberculosis following 
a wound of one tonsil by a stick. Nor does my 
case clinically resemble several of his others in 
which the primary lesion remained insignificant 
and in a number of instances had been entirely 
healed for a year or more before the active tu- 
berculous adenitis came under his observa- 
tion. 

I beg to offer an example of skin tubercu- 
losis in which the primary lesion was in an 
active ulcerating and fungating stage, with a 
number of metastatic ulcerations radiating up 
the wrist and arm from the initial lesion, the 
exact counterpart of an acute fulminating case 
of sporotrichosis at its height. The metastatic 
lesions were secondary skin ulcerations con- 
nected with the underlying tuberculous lym- 
phatic vessels entirely separate, apart and at 
some distance from the epitrochlear and axil- 
lary glands which throughout the course of the 
disease appeared normal, a point Bazin? noted 
in his first case in 1870, also pointed out by 
Gougerot® and confirmed by Brocq* and others. 





*Read in Section on Dermatology and Syphilology, 
Southern Medical Association, Twenty-First Annual 
Meeting, Memphis, Tennessee, November 14-17, 1927. 


The difference seems quite enough to elimi- 
nate many of the American cases from the type 
of skin tuberculosis under discussion. A good 
example of a true case was reported in the Sep- 
tember number of the Journal of Cutaneous 
Diseases, by Wien, of Chicago.® 

One of the first cases on record is that re- 
ported above by Bazin, in 1870, a model of 
which is in the museum of St. Louis Hospital, 
No. 185. 

His patient was a man 63 years old. The primary 
focal point was on the right hand between the two 
first metacarpal bones where a small ulceration was 
to be seen. This later became verrucous and was a 
reddish violet color. It was two years before a sec- 
ondary round node developed in the lymph vessels 
above. Eight days later a second node made its ap- 
pearance on the radial border of the forearm three 
fingers width above the first. These were followed 
in rapid succession by a series of nodes developing 
four to eight days apart and separated by 7-8 c. m. 
of normal tissue. The lower node next to the verru- 
cous one on the hand, fluctuated and was covered 
with violacious skin. The upper ones were hard and 
covered with normal skin. 

On opening these softened nodes Bazin obtained a 
white serous pus. He could feel under the skin and 
between the tumors the hard cord-lie lymphatics but 
the epitrochlear glands just beyond were not involved. 

Five years later, in 1875, La Deuter and 
Lougnet® made the report on another case. 

In 1885 Merklin® reported another case in a woman 
26 years old who washed her husband’s linen and 
cuspidors, he having active pulmonary tuberculosis 
at the time. Her lesion developed on one finger as 
a red button-like nodule resembling an anatomical 
tubercle and was followed by a series of nodes radi- 
ating up the arm all connected by the cord-like in- 
durated lymphatics. 


Tscherinez® reported a similar case before the 
first tuberculosis congress in Paris in 1888. 

Later Goupil® collected thirty cases from the 
French literature. Other cases were reported 
by Bulzer and Leroy,!® Morel-Lavelle,! and 
Hallopeau.! 

The three cases reported by Hartzell’? in 
this country were not similar to mine nor the 
French cases, but were apparently the usual 
types of tuberculosis cutis verrucosa. 
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The lesion does not complicate a lupus, and 
is more common on the hands and arms than 
the legs. All ages are subject to the disease 
but it appears to be more common in the adult. 
Such a slow developing inoculation tuberculo- 
sis usually denotes super-infection in a patient 
already tuberculous, which should make chil- 
dren and not adults the most frequent victims. 


PATHOLOGY 


First Stage-—The lymphatic vessels are hard, 
whitish, thickened and infiltrated with typical 
tuberculous granulations which extend beyond 
the vessels, the surrounding connective tissues 
being infiltrated with endothelial and round 
cells. 


Second Stage-——The cells in the connective 
tissues produce nodes which coalesce to form 
characteristic tuberculous granulations around 
the vessels. These necrose and produce ulcers 
resembling cold abscesses. Epithelial and giant 
cells are to be found. Pus from the gummas 
contain a few tubercle bacilli which are atten- 
uated and have a slow evolution in guinea pigs. 

The vessel walls, which are very much thick- 
ened, prominent and inflamed and _ presenting 
in their course one or several abscesses may at 
the time remain permeable as was demon- 
strated by Berneuil and Clado (Thesis of Mon- 
sieur Gars, Paris,'' 1890). These physicians 
were able to inject an iodoform ether mixture 
into a metastatic broken down nodule and re- 
cover some of the iodoform from an outlying 
and distant node. 

According to Morel-Lavellee, the bacillus in 
its course through the vessels produces a seg- 
mentary or step-like lymphangitis and dilata- 
tions in its path. This, he terms, “ampulla 
lymphangitis,” the intervening segment of lym- 
phatic vessel being normal in size and consis- 
tency. This ampulla lymphangitis is present 
in sporotrichial tuberculosis and does not neces- 





Typical case of sporotrichosis in a physician following a wound of the thumb in a tonsil operation. 


sarily interfere with the permeability of that 
particular lymph vessel. 


Types.—Four types are described by Morel- 
Lavellee: 

1. A rope-like moniliform type. 

2. Isolated lesions. 

3. Angiectasique type of Hollapeau. 

4. Reticular type which by increasing in size may 
produce a typical scrofuloderm. 

The first type, the moniliform, is the best 
known, most characteristic and describes the 
lesion under discussion. A small inconsequen- 
tial injury on the hand of a laundress or janitor, 
an infected tattoo mark may precede the parent 
lesion. The spot fails to heal and gradually 
evolves into a single thin shallow uneven ulcer 
or a fungating warty plaque most commonly on 
the fingers. It persists as such for a variable 
time, after which hard nodes begin to develop 
above the ulcer in line with the lymphatics. 
These nodes increase in size from a pea to a 
bean and even an egg and may number over a 
dozen. The older and lower ones finally be- 
come soft, the skin becomes dusky red and at- 
tached to an underlying lymph vessel. The 
node breaks down and exudes a_ sero-postular 
fluid. At this stage there may be found recent 
nodes which are still hard, roll under the fingers, 
and are not very painful. On the forearm there 
are frequently parallel rows of gummas following 
the radial and cubital lymphatics uniting in one 
row above the elbow to continue along the inner 
side of the upper arm to the axillary glands 
which may or may not be involved. Between 
the nodes or gummas the lymphatics may be felt 
as hard cord-like bands with sharp borders, the 
overlying skin being normal. 

The broken down nodes present a wide thin- 
walled uneven purplish ragged ulcer which is 
moistened with sero-pus. They are more pain- 
ful as a rule than sporotrichosis ulcers, more 
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Fig. 2—My case showing brogen down ulcerating nodule of arm. 


chronic and slower in evolution than sporotri- 
chosis. The floors of some of the ulcers may 
fungate and persist for weeks without change. 
They heal slowly, leaving a bluish, persistent 
and irregular knotty scar, unlike the delicate 
and inconspicuous cicatrices of sporotrichosis. 
At times fistulas may form producing second- 
ary neighboring tuberculous inoculations which 
cannot be distinguished from ordinary lupus 
vulgaris. 

The pus from the primary lesion may not 
contain any demonstrated bacilli and bears out 
the opinion of Jadassohn’® that in certain types 
of inoculation tuberculosis the skin reacts so 
violently at the point of entry as to destroy all 
traces of the organisms and yet not in time to 
prevent lymphangitis and adenitis beyond the 
lesion. 

CASE REPORT 


B. H., a female white child, eight years of age, 
was born and lived on a farm in Southern Maryland. 
She was an apparently healthy well nourished child 
who had had most the diseases of childhood and re- 
covered. She had no fever and felt perfectly well 
when she consulted me on April 8, 1924. Her mother 
informed me that the lesion had been present for two 
months and had followed a scratch produced by a 
stick she took out of the river near her home. 

When I first examined her she had a fungating, 
warty, infiltrated, purplish plaque at the base of the 
index and middle finger of the left hand, the size 
of a silver quarter. The ulnar surface of the plaque 
had ulcerated giving rise to a superficial uneven thin- 
edged excavation the size of a dime. The secretion 
of the ulcer was sero-pustular containing no blood. 
The plaque and ulcer were not very painful. At the 
beginning of the wrist on the extensor surface was an 
infiltrated roundish elevated warty projection almost 
similar in size and formation to the primary lesion 
on the fingers. Two inches above was a third lesion 
which presented a thin superficial ulcer the size of a 
half dollar. Its floor was uneven, purplish infiltrated 


and exuded a sero-pustular secretion. A warty ten- 
dency of the floor could be noted but these projec- 
tions were not nearly so prominent and hypertrophic 
as in the two lesions below. One inch above and on 
the ulnar surface of the forearm was a second ulcera- 
tion even larger than this also having bluish, thin, 
uneven edges and not very painful. A fifth lesion 
was noted on the flexor surface of the forearm one 
inch below the elbow. It was a deeply seated hard 
nodule the size of a dime. This increased in size, at- 
tached itself to the skin, and broke down while the 
child was being treated with Lugol’s solution internal- 
ly and tincture of iodin locally. My diagnosis at 
this time was sporotrichosis with a possibility of blas- 
tomycosis and tuberculous. Between the nodes and 
ulcers the lympatics were swollen, hard, and sensitive. 


A section was taken from the finger for biopsy but 
showed nothing but the usual signs of inflammation. 
The pathologist later admitted that he had taken an 
unsatisfactory specimen. Dark field, stained and un- 
stained drops of pus examined for blastomyces or 
other yeast organisms and tubercle bacilli were al- 
ways negative. Cultures on bouillon, agar, potato and 
Sabouraud’s mediums in the laboratories of the two 
hospitals were studied and observed for one month. 
There was no growth except a staphylococcus which 
was considered a secondary invader. 

The child made approximately bi-monthly visits to 
my office for fourteen months. She would not leave 
her mother and hospital study was refused because 
of what the parents considered a trivial matter in a 
healthy child. 

All kinds of antiseptics were used without the 
slightest benefit to any of the lesions. Various iron 
and cod liver oil tonics were given. Saturated solu- 
tion of potassium iodid was given up to 60 grams a 
day and continued for two months without effect. 
Contact and distant exposures of the Kromayer lamp 
were given to the point of blistering without any 
appreciable results. 

Filtered and unfiltered x-ray in one-half skin unit doses 
was given ten times in nine months without healing any 
of the lesions, the upper lesions more than doubled in 
size, softened and broke down, and ulcerated while the 
patient was getting iodin internally and externally along 
with the light and roentgen therapy. In fact, for ten 
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Fig. 3—My case showing original fungating patch at the base of second and third fingers, secondary 
lesions up arm. 


months out of the fourteen the condition progressed 
rather than subsided. 

On February 21, 1925, I prescribed a tube of Moro’s 
tuberculin ointment and had a piece the size of a small 
pea rubbed into each of the lesions. All five of the 
ulcerations promptly flared up, the lesions became 
livid, red, swollen, tender and the hand and arm for 
the first time were carried in a sling. It was with 
difficulty that I secured the mother’s consent to a 
continuation of the tuberculin. Weekly applications 
were made to the primary lesions only, rubbing in 
approximately ten grains of Moro’s tuberculin ointment. 
With each application, there was a mild reaction in 
all lesions. This decreased from week to week, all 
of the ulcers became smaller, the secretions dried up 
and the edges were pink, losing the violaceous ap- 


pearance. Healthy granulations were to be seen in 
the floors and in two months time all ulcers were 
healed. The scars were drawn, knotty and consider- 
ably elevated. 
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DISCUSSION (Abstract) 


Dr. Isaac R. Pels, Baltimore, Md—Many granulo- 
mas occur in syphilis, dermato-mycosis, sporotrichosis 
and blastomycosis. They resemble one another closely. 

The infecting agent in these tuberculous conditions 
has been conceded to be an attenuated organism of 
the four clinical types which Dr. Simpson described. 


Only the first is important. The second, third and 
fourth are very rare. 

I saw a man 14 years ago with lesions on the foot, 
leg and thigh which had persisted for thirteen months 
with activity over nine months. These were (1) pa- 
pillomatous lesions; (2) hypo- and sub-epidermal no- 
dules; (3) sub-cutaneous abscesses; and (4) ulcers. 
In attempts to cultivate the organism in this case we 
found blastomyces only. We thought at the time that 
we had found the first case of sporotrichosis in Mary- 
land since Schenck’s report. 

A German writer stated recently, that cutaneous 
tuberculosis occurs rarely in individuals who have 
visceral tuberculosis. We know from clinical experi- 
ence that a patient may start with cutaneous lesions 
and develop a visceral tuberculosis. 

Rist and Rolland about 1914 reported experiments 
in which an animal was infected with a type of tu- 
berculosis which eventually killed. The animal became 
sensitized, and when it was re-inoculated with tubercle 
bacilli, the area secondarily infected healed. Willis 
infected animals with an attenuated culture from which 
they did not die. In his experiments the second inoc- 
ulation of tubercle bacilli caused a definite check in 
dissemination of the bacilli. Both experiments ap- 
parently proved that immunity had protected the ani- 
mal against reinfection, and against dissemination of 
the bacilli. 

I would like to read from Willis’ paper some ques- 
tions which his experiments bring up: 

“Is the spread of bacilli mechanically limited to the 
site of the inoculation and is it thus that immunity 
is conferred ? 

“Do bacilli pass the barrier of inflammation and 
spread to the tissues? If so, are they disseminated 
throughout the immune animal more slowly than in 
the non-immune, and is this slower metastasis a factor 
of immunity ? 

“Does the local allergic reaction at the point of 
second and later focalization aid in the protection? 


“Does a bacteriolysis occur at the site of inocula- 
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tion with the result that fewer bacilli reach the animal 
tissues ? 
“Is some change produced in the virulence of the 
bacilli after their inoculation into sensitive tissues?” 
In these cases it behooves us to use all helpful bac- 
teriologic and pathologic procedures to establish the 
diagnosis. 


Dr. Jack W. Jones, Atlanta, Ga—In my private 
practice and clinic work, I have found tuberculosis 
of the skin in any form an extreme rarity. I have not 
seen a case of lupus vulgaris in Atlanta since I began 
practice there seven years ago. Perhaps this is de- 
pendent on the factor of sunlight. I would like to 
know whether any one else has observed this absence 
of tuberculosis of the skin in Southern cities. 


Dr. F. J. Eichenlaub, Washington, D. C-—Dr. Simp- 
son has presented a very interesting report and I do 
not for a minute doubt the diagnosis on clinical 
grounds. In a condition which is so rare however, 
it seems to me that we should have more confirmatory 
evidence in the way of a typical histopathology or 
the recovery of tubercle bacillus before accepting the 
case as proven. 


Dr. Simpson (closing) —It seems to me that the 
diagnosis is quite definitely made in this case. If 
we rely only on pathological findings we shall miss 
many cases of skin tuberculosis. In my case sporo- 
tricosis could be ruled out by repeatedly negative cul- 
tures, resistance of the condition to iodides, internal 
and external, and the long duration of the disease. 
The positive reaction in all of the lesions to tuber- 
culin ointment, and finally the almost immediate cure 
after failure of all other antiseptics, lights and x-ray 
for months, is enough to warrant the diagnosis of 
tuberculosis. 





FRACTURES OF THE BASE OF THE 
RADIUS* 


By Iswore Coun, M.D., F.A.C.S.,+ 
New Orleans, La. 


The subject I have chosen is a hackneyed one. 
It is difficult to present anything new, because 
many masterpieces have been written upon it. 
The most notable works of recent years are those 
of Pilcher, Eliason, and John Gibbon. 


It will not be my purpose to juggle with sta- 
tistics, nor shall I attempt a new classification. 
Statistics we know are impressive, but are not al- 
ways reliable. Classifications are valuable. 
There are already too many of them, and it is 
difficult, if not impossible, to remember some 
of the minute classifications which are given by 
some authors. I doubt that the authors them- 

*Read in Section on Surgery, Southern Medical As- 
sociation, Twenty-First Annual Meeting, Memphis, 
Tennessee, November 14-17, 1927. 


Associate Senior Surgeon, Touro Infirmary; Profes- 
sor of Clinical Surgery, Tulane University. 
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selves can give their own classifications without 
referring to a table. It will, however, be my 
purpose to present some personal impressions, 
based on nearly twenty years’ observation. 


Fractures of the base of the radius cannot be 
considered without thinking of the many condi- 
tions about the wrist with which this injury can 
be confused. Secondly, one should remember 
that these accidents in children must be consid- 
ered separately. 

It may be wrong to begin by considering end 
results, yet that is what I am going to do. The 
end result is the only thing which matters to 
our patient. He is not interested in our scien- 
tific dilemma. The end result is the only thing 
which counts in the economic scheme, and this 
has assumed a prominent place since compensa- 
tion laws have been promulgated. 

The end result is largely dependent on the 
accuracy of the primary diagnosis. Unfortu- 
nately, diagnoses are not so accurate as they 
should be. This may be attributed to several 
things: first, incomplete examinations; second, 
x-ray interpretation; and third, the attitude of 
the surgeon toward the treatment of this accident 
in children and the aged. 

Complete systematic local examinations are as 
necessary for diagnosis in injuries about the 
wrist as a complete examination for a diagnosis 
of pulmonary tuberculosis. Many of you can 
recall your student days when your instructor 
insisted that an examination should be done in a 
routine manner: inspection, palpation, percussion 
and auscultation. In spite of this the first im- 
pulse many men have, when a wrist injury pre- 
sents itself, is to “lay on hands.” It is just as 
essential to be systematic here as anywhere else. 
Each part of the examination will vield valuable 
information. 

Inspection reveals an altered attitude, deform- 
ity, swelling, and the amount of voluntary mo- 
tion which the patient retains. 

Palpation (which should always be light) 
gives the most valuable single manifestation of 
fractures, that is, localized pain. By palpation 
one determines the relationship of bony land- 
marks. It may be well at this point to remem- 
ber that if the two styloids are on the same level 
there has been a fracture of the base of the ra- 
dius, with an overriding deformity, or impaction. 
A functioning wrist cannot be obtained unless 
the deformity is overcome. More will be said 
of this under the subject of treatment. 
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Dislocated semilunar carpal 
bone. 


ig. 1. Myr. TT. G. 


Manipulation, for the purpose of obtaining 
crepitus and abnormal mobility, should not be 
done until the patient is anesthetized. 

An x-ray should be taken, and while the pic- 
ture is being developed the surgeon should try to 
correlate his facts to see whether with data ob- 
tained from his examination he can make a dif- 
ferential diagnosis. 

Of the many conditions which might be con- 
fused with a fracture of the base of the radius, 
if the accident is recent, we might mention 
“sprains” and fracture, or dislocation of a carpal 
bone. 

A careful review of cases coming under our 
observation has convinced us that sprains are 
uncommon, and if the cases are studied care- 
fully, both clinically and by x-ray pictures, in 
several planes, a small fracture will almost al- 
ways be revealed. 

Fractures and dislocations of the carpal bones, 
especially the scaphoid and semi-lunar, are not 
uncommon. It should be remembered that a 
fracture of either of the above carpal bones will 
produce the same limitation of motion as a frac- 
ture of the base of the radius, when that frac- 
ture is associated with a displacement of the 
lower fragment. This is due to the fact that 
the radius, scaphoid, and semi-lunar are the 
three bones which form the articulation of the 
wrist. A change in the axis of one of the ar- 
ticular surfaces will limit motion. 

Limitation of motion, particularly dorsi-flex- 
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ion, associated with pain, suggests a carpal in- 
jury if the styloids occupy their normal rela- 
tionship. To illustrate these points the following 
cases may be introduced: 

Mr. T. G.’s case was diagnosed dislocated semi-lunar 
carpal bone. 

He had an injury to the wrist as a result of back- 
fire when cranking a Ford. The physician consulted 
immediately told him that he had a bruise. Two years 
later the patient consulted a surgeon, who suspected 
some injury about the wrist. X-ray pictures taken at 
that time were reported negative and the surgeon, noting 
the trophic disturbance, believed that an injury of the 
median nerve must have occurred. The patient was 
operated upon and no relief was obtained. One year 
later he came under my observation. Examination at 
that time revealed the fact that the injured wrist was 
one inch larger than the uninjured. There was a cir- 
cumscribed mass, soft in its most superficial part, but 
hard when the soft tissues were pressed aside. There 
was limitation of dorsi and palmar flexion. The two 
styloids occupied their normal relationship to one an- 
other. There was no evidence of nerve injury. X-ray 
pictures revealed a definite dislocated semi-lunar carpal 
bone, which was removed. 

The dislocated semi-lunar carpal bone was excised. 
An incision about three inches long was made on the 
radial side of the forearm between the flexor carpi 
radialis and the radial nerve and artery. After expos- 
ing the vessel and the flexor carpi radialis and the pal- 
maris longis, we retracted the vessel, nerves and the 





Fracture of the carpal scaphoid. 
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Fig. 3. J. L., age 9 vears. Impacted fracture of 
the base of the radius. 


flexor carpi radialis to the radial side. The palmaris 
longis was retracted to the ulna side. The deeper group 
of muscles was then exposed and retracted. An incision 
was made in the anterior carpo-radial ligament, thus 
exposing the dislocated bone. A skid was introduced 
under the bone and the interosseous ligaments were 
cut, after which we were able to remove the bone with- 
out difficulty. No important vessels were injured. No 
nerves were exposed, and no muscle bellies were cut 
across. 

The wound was closed without drainage, but room was 
left for potential drainage between the sutures. A splint 
was not applied. 

The result was a perfect functioning wrist, with good 
muscle power. 

For three years this patient was partially dis- 
abled. His earning capacity was naturally di- 
minished, and he was in constant pain. The dis- 
ability was prolonged because of improper inter- 
pretation of the x-ray picture, which error of in- 
terpretation caused an excellent surgeon in his 
effort to find the cause of the trouble to inter- 
pret the symptoms as due to a neuroma of the 
median nerve. 


The point which led finally to the diagnosis 
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was the normal relationship of the two styloids. 
It was then apparent that there must be a dis- 
turbance of the relationship of the first row of 
carpals to the base of the radius. We had rea- 
son to believe that one of these had been frac- 
tured and dislocated. Operative removal was 
followed by relief from pain and recovery of 
function of the wrist. 

Case 2—In the case of J. P. T. the diagnosis was 
dislocation of the semi-lunar carpal bone. (This case 
was reported in detail in the Annals of Surgery, 1921.) 

The patient was a negro laborer, age 44 years. He 
was injured by back-fire while cranking a Ford. He 
was treated for fracture of the base of the radius. 
The treatment consisted in manipulation followed by 
the application of splints which were allowed to remain 
for several weeks. After twelve weeks the patient ap- 
plied to the Surgical Clinic at Touro Infirmary for 
treatment. The wrist was enlarged and there was a 
hard, prominent mass on the flexor aspect of the wrist. 
Flexion was limited to about ten degrees. Dorsi flexion 
was less limited than palmar. There was loss of grip 
and glossiness. The x-ray picture revealed dislocation 
of the semi-lunar. 

The operation consisted in removing the dislocated 
bone. 

The result was return of function, diminished pain, 
and a gradual return to a normal appearance of the 
fingers. 


The economic value of careful examination is 
well shown in the case of J. P. T. The case 
was diagnosed as fracture of the base of the ra- 





Fig. 4. L. M. G., age 9 years. Impicted fracture 
of the base of the radius. 
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Fracture of the base of the radius 
and scaphoid. , 


Fig. 5. C. F. 
dius. This man was almost forced to change his 
occupation because of incorrect diagnosis. 


Case 3—Mr. A. L.’s case was diagnosed fracture of 
the carpal scaphoid. 

Summary of History and Examination—After a 
wrestling injury, he had a circumscribed swelling over 
the dorsum of the left wrist, with no deviation of the 
hand. There was limitation of palmar and dorsi flex- 
ion, particularly palmar, pain below the base of the 
radius, and no alteration of the bony landmarks. 

The treatment consisted of application of plaster 
splint. 

The result was no deformity and no limitation of 
motion. : 

Case 4—Mr. H. F. had a fracture of the carpal sca- 
phoid. 

After a football injury there was swelling on the 
dorsum of the hand on the radial side. There was no 
alteration in the bony landmarks, no pain over radius 
or ulna, but pain below the base of the radius. There 
was limitation of dorsi and palmar flexion. The clinical 
diagnosis was fracture of one of the first row of carpal 
bones. The x-ray report was fracture of the carpal 
scaphoid. 

A light palmar splint was applied. 

No swelling, no deformity, and no limitation of mo- 
tion resulted. 

In treating injuries about the wrist one should 
remember the universal need for a good func- 
tioning wrist. Imagine a surgeon or a violinist 
with a stiff wrist. You may run the gamut of 
useful occupations and you will see our responsi- 
bility in these cases. 
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X-ray examinations are of value in direct pro- 
portion to the accuracy with which the pictures 
are interpreted. The radiologist must know the 
appearance of normal joints at all ages. He 
must realize that there are limitations to accu- 
rate estimation of injury to joints prior to com- 
plete ossification of the epiphyses, and he must 
know the relative position of the epiphysis to the 
diaphysis at various ages. It must also be real- 
ized by radiologists and surgeons that epiphyseal 
separations are really fractures through the epi- 
physeal cartilage. By close cooperation between 
surgeon and radiologist, more accurate diagnoses 
will be made. It should also be said that if 
there is clinical evidence of a fracture in a child, 
and the x-ray report is negative, the surgeon 
should have the patient anesthetized and the 
joint manipulated. In this way many fractures 
with definite deformity will be brought to light 
and future disability and deformity prevented. 

Since I have called attention to the impor- 
tance of the appearance of the normal joint at 
various ages, it may be well to insert a sum- 
mary of some of the important points in con- 
nection with their study. 

(1) At birth none of the epiphyses of the 
wrist and hand has begun to ossify. 

(2) Ossification begins in the lower epiphysis 
of the radius during the first six months of life. 

(3) Two of the carpal bones, the os magnum 
and unciform, begin to ossify during the first 
six months after birth. 





Fracture of the base of the radius, 


H. S. 
backward and upward displacement of distal 


Fig. 6. 


fragment. Fracture of the styloid of the ulna. 
(Taken immediately after accident.) 








Vol. XXI No. 10 








Fig. 7. H. S. Fracture of the base of the radius. 
Backward and upward displacement of distal 
fragment. Fracture of the styloid of the ulna. 
(Seven weeks after accident.) 


(4) Between the ages of two and three years 
a third carpal (the cuneiform) begins to ossify. 
At times a fourth (the semi-lunar) begins to 
ossify. 

(5) Before three years of age the epiphyses 
of all the metacarpals and phalanges show defi- 
nite evidence of ossification. The epiphysis cf 
each of the metacarpals except the first is found 
at the distal end or at the head of the shaft; the 
epiphysis of the first metacarpal is located at 
the base. 

(6) At this period a single epiphysis begins to 
ossify at the base of the phalanges. 

(7) During the latter part of the fifth year 
seven carpals have ossified sufficiently to leave 
shadows. The shadow of the scaphoid is very 
small, showing that ossification has just begun. 
The epiphysis of the first metacarp2l and pha- 
langes also begin to ossify about this period. 

(8) The lower epiphysis of the ulna does not 
begin to ossify before the seventh year. 

(9) The pisiform is not normally ossified until 
the tenth year and is not constant until the thir- 
teenth year. 

(10) On the metacarpals the epiphyses are 
completely ossified and united to their respective 
shafts by the eighteenth year. 

(11) Complete ossification and union between 
the lower radial and ulna epiphyses with their 
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respective shafts takes place between twenty and 
twenty-one years of age. 

In the very young a fall on the outstretched 
hand often causes a fracture well above the 
joint. The telescoping effect may be so com- 
plete as to obscure the line of fracture. An ab- 
rupt change in the radial shaft giving the ap- 
pearance of a small step-like process on the lat- 
eral aspect of the shaft of the bone may be the 
only x-ray evidence. There may be the appear- 
ance of “puckering” on the surface of the shaft 
of the bone. These appearances associated with 
an injury, localized pain and limitation of mo- 
tion, call for an anesthetic and manipulative re- 
duction. To illustrate this group of cases the 
following will be utilized: 

Case 1—Miss E. L. had an impacted fracture of the 
base of the radius. 

She fell on outstretched hand. The hand was in pal- 
mar flexion. The wrist was broader than its fellow. 
There was limitation of supination and pain over the 
base of the radius. 

Under anesthesia, the bones were manipulated and re- 
duced. The wrist was put in molded plaster splints. 

, The end result was perfect function with no deform- 
ity. 

Case 2—Miss J. L. had an impacted fracture of both 
bones of the forearm. 

She fell from a swing with the hand in palmar flex- 





base 


Comminuted fracture of the 
of the radius. 


Fig. 8. C. K. 











Iend result in fracture of the base 
of the radius. 


Fig. 9. M, K. 


ion. There was complete loss of function of the wrist 
and tenderness over the base of the radius. 

Under anesthesia, the fracture was reduced and put up 
in molded plaster splints. 

The result was no deformity and no limitation of 
motion. 


Case 3.—Miss L. S. had an impacted fracture of the 
base of the radius. 

She received the injury while skating. There was a 
difference in the size of the wrists and pain over the 
lower end of the radius. 

Under anesthesia, the fracture was reduced. 
plaster splints were applied. 

The result was no limitation of motion and no de- 
formity. 

Case 4.—Miss L. M. G. had an impacted fracture of 
the base of the radius due to a skating injury. 

ny - . - ‘ e 

There was deformity of the forearm and backward 
displacement of the lower portion of the radius, just 
above the wrist. The forearm was pronated. There 
was tenderness over the base of the radius. 


Molded 


Under anesthesia, the fracture was manipulated and 
reduced. Molded plaster splints were applied. 

The end result was no deformity and no limitation of 
motion. 

One can easily imagine a report that the posi- 
tion is good, based on which the surgeon may do 
nothing more than immobilize the forearm. If 
such a plan is followed undoubtedly a deformity 
and limited function will result. 

There is another group of fractures in chil- 
dren in which one finds a displacement of the 
epiphysis of the base of the radius. The epi- 
physis in this case is usually displaced on the 
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dorsum of the shaft. The antero-posterior view 
is deceptive and without the lateral pictures it is 
difficult, at times, to state that there is much 
displacement. 

There is often an associated fracture of the 
tip of the styloid of the ulna. The following 
cases are introduced to illustrate this group: 

Case 1—Master F., age 9 years, suffered a fracture 
of the base of the radius and scaphoid. 

He fell while playing. There was swelling of the 
wrist, marked deformity and tenderness. 

The fracture was manipulated under anesthesia, and 
molded plaster splints were applied. 

No deformity or limitation of motion resulted. 

Case 2-—The diagnosis was epiphyseal fracture of the 
base of the radius. 

A Ford back-fired and the crank struck the patient 
on the right forearm. There was swelling and pain. 

Molded plaster splints were applied. 

No deformity and no limitation of motion resulted. 

Case 3.—Master T., age 9 years, had a fracture of 
the radius one-half inch above the styloid. 

He fell while wrestling, injuring the forearm. There 
was pain and backward displacement of the hand on 
the forearm. The radial styloid was above the normal 
level. 

The deformity was reduced under anesthesia. 
plaster splints were applied. 

No limitation of motion or deformity resulted. 


Molded 


Case 4.—Master S., age 13 years, had a fracture of 
the base of the radius, backward and upward displace- 
ment of the distal fragment and fracture of the styloid 
of the ulna. 

He fell from a tree. There was marked deformity of 





R. S., age 19 years. Fracture of the base 
of the radius after reduction. 
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Fig. 11. Mire. Impacted fracture of 


age 70. 
the base of the radius. 


the forearm, with the hand in palmar flexion, and an 
abnormal prominence on the dorsum of the forearm. 
- forearm was pronated, with deviation to the radial 
side. 

Under anesthesia, the fracture was reduced. Molded 
plaster splints were applied. 

No limitation of motion or deformity resulted. An 
x-ray shows perfect result. 

These are often classified as epiphyseal sepa- 
rations. It seems rational to classify them as 
epiphyseal fractures, and if possible to discard 
the expression epiphyseal separations. 

When we undertake to discuss fractures of 
the lower end of the radius in adults, there is 
little to add to that which has already been said 
except: 

(1) The use of the term Colles’ fracture as a 
conglomerate expression should be avoided. 
When we use it to designate the fracture de- 
scribed by Colles we are within our rights, but 
further than this we should not go. 

(2) There are many variations in location and 
in the direction of the fracture lines. We should 
remember that a displacement of the lower frag- 
ment may be on the dorsum, the most com- 
mon location, on the volar surface of the shaft 
rather infrequently; it may be lateral, or there 
may be impaction and comminution. 

(3) In all instances where deformity exists 
an effort should be made to correct the de- 
formity. 

(4) General anesthesia should be used in all 
cases unless a definite contra-indication exists. 

In order to illustrate the value of general anes- 
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thesia and immediate reduction, the following 
cases are presented: 


Case 1.—Mr. R. W. C. had a fracture of the base of 
the radius, due to back-fire of an automobile. 

It was reduced under anesthesia and molded plaster 
splints were applied. 

No deformity, and perfect function resulted. 


Case 2.—Mr. F. D., age 21 years, suffered a fracture 
of the radius while cranking a car. 

There was a deformity on the dorsum of the arm 
just above the wrist and palmar flexion of the wrist, 
with deviation of the hand to the radial side. There 
was a soft, fluctuating swelling on the ulna aspect of 
the volar surface just above the wrist and a palpable 
deformity of the radius about one inch above the 
styloid process. 

Reduction under anesthesia was performed, and molded 
plaster splints were applied. 

No deformity or limitation of motion resulted. 

Case 3—Miss M. K. had an impacted comminuted 
fracture of the base of the radius. There was devia- 
tion to the radial side, swelling, palmar flexion of the 
hand, and marked deformity on the dorsum of the 
wrist. 





Fig. 12. age 70. Impacted fracture of 


Mrs. L.., a 
the base of the radius, after reduction. 
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Reduction under anesthesia was carried out and 
molded plaster splints were applied. 

The normal contour was restored and perfect function 
obtained. 

Case 4.—Miss D. S., age 19 years, had a fracture of 
the base of the radius from a basket-ball injury. She 
showed swelling of the forearm, backward displacement 
of the hand on the forearm, and angulation just above 
the wrist. 

The fracture was reduced under anesthesia. 
plaster splints were applied. 

There was no resulting deformity and no limitation 
of motion. 

Case 5.—Mr. W. had an impacted fracture of the 
base of the radius, due to an automobile accident. 
There was deviation of the hand to the radial side and 
palmar flexion. 

The fracture was reduced under anesthesia and molded 
plaster splints were applied. 

Perfect function resulted, with restoration of normal 
contour. 

Case 6.—Mrs. L., who was seventy years old or more, 
had an impacted fracture of the base of the radius. It 
was reduced under anesthesia and molded plaster splints 
were applied. 

Slight deformity resulted with very little limitation of 
motion. 

Case 7—Mr. N., age 73 years, had an impacted frac- 
ture of the base of the radius, due to a fall on his out- 
stretched arm. There was deviation of the hand to the 
radial side, deformity of the forearm, with a promi- 
nence on the dorsum and palmar flexion of the hand. 

The fracture was manipulated under anesthesia, and 
molded plaster splints were applied. 

No limitation of motion resulted and no deformity. 


If general anesthesia cannot be used, regional 
anesthesia may be resorted to. 


Molded 


The patient fell in a ship’s hole. He fractured several 
ribs, the base of the radius, and both bones of the leg 
on the same side. He was brought to the Hospital in 
a state of shock. Hence nothing could be done except 
to treat the shock. 

When the patient recovered from this it was found 
that he had definite pneumothorax. We felt that it 
was not desirable to give a general anesthesia, and for 
that reason the regional was used. 

The median, radial and ulna nerve were each sepa- 
rately injected, and the desired relaxation was obtained. 


It is only necessary to contrast the above 
cases and their results with the following: 


Case 1—Mrs. W. T., age 60 years, had an impacted 
fracture of the base of the radius. 

The patient was struck by an automobile and fell 
on her arm. The wrist was broader than its fellow, 
and the ulna styloid was prominent. There was devia- 
tion of the hand to the radial side, a fullness on the 
dorsum of the wrist, and ecchymosis on the flexor 
aspect about one inch above the annular ligament. 
The creases were markedly increased. There was infil- 
tration on the flexor aspect, pain over the base of the 
radius, and limitation of palmar and dorsi flexion. 

The fracture was reduced under anesthesia and molded 
plaster splints were applied. 
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Very little evidence of deformity resulted, though 
there was some limitation of motion. 


Case 2.—Miss D. B., age 70 years, had an old unre- 
duced fracture of the base of the radius, impacted, due 
to a fall down stairs. The left wrist was broader than 
its fellow. There was deviation to the radial side. 
The ulna styloid was prominent. The radial and ulna 
styloids were on the same level. There was pain over 
the base of the radius, edema and swelling of the 
hand, limitation of palmar and dorsi flexion, and lim- 
itation of supination. 


The treatment consisted in application of plaster 
splints. 

End results were still some deformity, with limitation 
of palmar and dorsi flexion. 

In each case an anesthetic was not used by 
the attending surgeon soon after the accident. 

The results in all these cases are deformity, 
pain, limitation of motion, and subsequent dis- 
ability. 

SUMMARY 

The economic loss from incomplete reduction, 
or no reduction at all, of impacted fractures of 
the base of the radius cannot be estimated, but 
one may guess a little. The loss of the use of 
the wrist may cause a violinist to change his 
occupation; an artist to be totally incapacitated, 
and an industrial worker to be unfit for his for- 
mer gainful activity. 

Perfect reduction and after-care restores an 
individual in a short period to his normal earn- 
ing capacity. 

One wonders why it is that these accidents are 
taken lightly by many; why so many surgeons 
are content to look at a wrist and immobilize 
it on a board splint without reducing the evi- 
dent deformity, 

Recently a great surgeon has advocated re- 
duction without subsequent splinting. This prob- 
ably has given excellent results in his hands, 
but I believe that it is dangerous to treat the 
average case in this way. Other fractures are 
immobilized. Why should this not be? 

The best of all splints is one which will fit 
the patient and not one which the patient has 
to be made to fit. On the whole, the molded 
plaster splint is to be preferred to any form of 
splint which is manufactured wholesale, and 
certainly it is superior to the padded board 
splint often advocated in text-books. The fore- 
arm is not the same diameter from wrist to 
elbow. In order to immobilize the wrist on 
straight splints the bandage around the upper 
part of the forearm must be tight enough to in- 
terfere with circulation. 








~~ we ye Oe Sy 


ey Ws tv 





Vol. XXI No. 10 


The danger of Volkmann’s ischemia is not to 
be overlooked. Those who have not been un- 
fortunate enough to see a case of Volkmann’s 
ischemia develop have missed an object lesson 
of great value. 


The molded plaster splint obviates the neces- 
sity of a great deal of padding. 


The after-care of these cases is very important. 
Frequent changing of dressing, mobilization of 
fingers, massage and baking are measures which 
should not be neglected. 


Prolonged immobilization is dangerous. 


CONCLUSIONS 


(1) Injury of the wrist and forearm in chil- 
dren not uncommonly produces an epiphyseal 
fracture. 


(2) Proper interpretation depends on the 
knowledge of the normal joint. 


(3) Anesthesia should be resorted to in all 
ages. 

(4) Reduction is essential for function. 

(5) Proper after-care should not be neglected. 


(6) End results are good in proportion to 
proper differential diagnosis and treatment. 


DISCUSSION (Abstract) 


Dr. Willis C. Campbell, Memphis, Tenn—I do not 
believe there is any fracture in the body in which the 
results are so poor, and no place in the whole skeletal 
system in which reduction can be made so easily, or 
with better results, than in the lower end of the radius. 

Dr. Cohn spoke of fracture of the scaphoid. This 
I have noted results in a great amount of pain. The 
fracture of any of the small bones of the wrist may 
cause pain of an indefinite character for many years. 
In these cases I have been able to secure relief only 
by excising the scaphoid bone completely. 

Frequently fracture of the semi-lunar bone is not 
diagnosed, because both views are seldom made in an 
x-ray plate. It is very necessary that two views be 
made of every fracture, everywhere in the body, or at 
least a stereoscopic plate. If this is done the diagnosis 
will be made earlier and the results will be much im- 
proved. In fracture of this bone if the diagnosis is 
not made early there may be a persistent neuritis, and 
even if the bone is removed later, this will not be re- 
lieved. 

I prefer to go straight in with the anterior incision 
to remove the bone, always. I never try to replace it. 

Epiphyseal separation should be treated just like a 
fracture. In these cases the prognosis is doubtful, for 
the separation may affect growth, or a typical deform- 
ity may result months or years later, with shortening 
of the radius. The parents should always be warned 
of this. The reduction of the Colles type of fracture 
is often unsuccessful. 

I am glad to listen to one paper on reduction of 
fracture with no reference to open operation. This con- 
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dition can always be handled by closed methods and 
the after effects of the open procedure can be avoided. 
We have heard it stated that reduction can be made 
easily and that any form of splint may be’ used to 
hold the parts in position. There are also many whd 
advocate active and passive motion immediately after 
fracture. I think we should have union before we 
institute motion in the Colles type of fracture. 


Dr. H. Earle Conwell, Fairfield, Ala—The general 
care of all fractures as well as the initial inspection is 
important. Many times one overlooks fractures or seri- 
ous nerve injuries or even muscular injuries by too 
superficial inspection. Great care should be taken to 
save the patient pain and shock during the examina- 
tion. Early attention lessens disability. 

Often one sees wrist fractures undiagnosed which 
later develop marked callus with resulting disability for 
the patient. 

Cases in which the x-ray reports are negative, but 
the physical findings suspicious, should always be 
treated as fractures. Care of nerves, blood vessels and 
muscles should always be exercised. 

The after-treatment is also very important. If we 
will remove the splints at the proper time and com- 
mence active and passive motion, hot baths and baking 
at the right time, which is only learned by keen ob- 
servation and experience, excellent results will be ob- 
tained in the majority of cases. 


Dr. Cohn (closing)—I hope you did not get the 
impression that I meant to replace the fragments in 
fractures of the scaphoid. We know if it has been out 
long enough the bed will be filled up with fibrous tissue 
and our time will be wasted. 

The prognosis in epiphyseal fractures is certainly to 
be considered, particularly by those who are prone to 
operate. If you operate upon the epiphysis remember 
that you are operating upon that part of the arm in 
which growth takes place. 

I did not talk about treatment, but I believe there 
are certain fundamental principles to recall: get the 
cases early, immobilize in the most natural position pos- 
sible, and watch out for pain. Do not give opiates for 
the relief of pain, but loosen the bandage. Pain al- 
ways means that the bandage is too tight or the de- 
formity has not been reduced. 





BILATERAL LIGATION OF THE VAS AS A 
PREVENTION OF EPIDIDYMITIS 
IN PROSTATECTOMY*+ 


By Hamitton W. McKay, M.D., 
Charlotte, N. C. 


It is generally agreed that in most urological 
clinics very little thought has been given to ways 
and means of preventing epididymitis as a prob- 
able complication in cases of prostatic obstruc- 
tion; either during the period of preparation 





*Read in Section on Urology, Southern Medical As- 
sociation, Twenty-First Annual Meeting, Memphis, 
Tennessee, November 14-17, 1927. 

+From the Crowell Clinic of Urology and Dermatol- 
ogy. 
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for operation or during the still more important 
period of the post-operative surgical care. This 
apparent indifference is possibly the result of 
the very common occurrence of epididymitis and 
the fact that it does not greatly increase the 
mortality of the disease. Furthermore, none of 
us likes either to think or to admit that we have 
complications after operation which occur with 
the regularity of epididymitis. In the third 
place, epididymitis before or after prostatectomy 
seems to have been handed down to the 
prostatectomist as a just and rightful heritage, 
and we have been taught, directly or by precept, 
to expect it in a large percentage of cases or to 
accept is as almost a routine happening. 

The frequency of this complication has blinded 
many of us to the real truth of its significance: 
first, to the patient and, second, to that most 
important role that it plays in prostatic surgery. 

Is epididymitis, as a complication in prostatic 
obstruction, of sufficient importance and does it 
occur frequently enough for the urologist rou- 
tinely to endeavor to prevent it? 

Should we strive to make the prevention of 
epididymitis one of our chief aims, or rather in- 
clude its prevention as a part of our routine prep- 
aration of the patient for operation? 

Are the results of this complication of great 
importance to the patient and does its incidence 
have a real bearing on the length of the patient’s 
stay in the hospital? 

Does this complication really become an 
economic problem to the patient? 

Few physicians, except urologists, have a very 
clear cut conception of the varieties of epididy- 
mitis. We almost daily have cases referred, diag- 
nosed as orchitis, which have no involvement of 
the testicle, but some variety of epididymitis 
probably with an accompanying hydrocele, 
which, when tense, gives the signs of an involved 
testicle. In this discussion we desire to offer the 
following clinical classification of epididymitis 
with the idea that it may be of practical service 
to those that are interested and that it will at 
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least help us to keep our surgical terminology 
correct. 


CLINICAL CLASSIFICATION OF EPIDIDYMITIS 

(1) Epididymitis of gonorrheal origin. 

(2) Pyogenic epididymitis having as its cause one or 
more of the common pyogenic organisms (that is 
the staphylococcus or streptococcus). 

(3) Epididymitis occurring as a complication in pros- 
tatic obstruction, either before or after operation 
(colon bacillus and associated organisms). 


(4) Epididymitis caused by tubercle bacillus (with or 
without mixed infection). 

The second variety is many times a low grade 
infection and is commonly seen complicating a 
non-gonorrheal seminal vesiculitis. It usually 
appears suddenly and often follows some severe 
straining effort, as lifting a heavy load, or any 
unusual physical exertion. In the third classifi- 
cation we usually have the colon bacillus as the 
active cause of infection or it may be associated 
with the staphylococcus or streptococcus. This 
type of epididymitis is not of great significance 
except in the fulminating type, which sometimes 
causes suppuration or bacteriemia. Occasionally 
with this complicating epididymitis the patient is 
extremely sick for a period of a week or ten 
days. 


Frequency of Occurrence—In our own clinic, 











mg. 2 
Isolating vas from the scrotal tissues with thumb 
and forefinger. 
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Fig. 2 


Method of picking up the vas with an ordinary 
towel clip. 

if we were questioned concerning complicating 
epididymitis either before or after prostatectomy 
we should probably answer as follows: “Yes, we 
have epididymitis occasionally, but it is not a 
matter of great concern to either patient or sur- 
geon.”’ Such an answer while true in a sense, does 
not portray the facts as they really should be set 
forth after thoughtful investigation. From the 
first of this year up to June 1, we have seen a 
complicating epididymitis in about 30 per cent 
of the cases. Since June in a series of 35 cases, 
33 of which were ligated, there were only 15 
per cent complicated by epididymitis. Three of 
these were of sufficient importance to cause all 
parties concerned much distress and worry. Two 
of the three cases went on to suppuration and 
the involved testicles had to be removed; the 
third case had a clinical bacteriemia, although 
blood culture was not made. In various urologi- 
cal clinics the percentage of complicating epi- 
didymitis varies from 20 to 80, a conservative 
average being 35 per cent. We are certain that 
epididymitis is very much more frequent and 
prolongs the patients stay in the hospital far 
more than is realized by those that have not 
made a careful analysis of their cases of pros- 
tatic obstruction. 
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Importance.-—We shall not discuss at length 
the great importance of conserving the old 
man’s already depleted vitality. Suffice it to 
say that he should be shielded from every known 
cause that will upset his mental or physical well 
being. We say to those that do not know and 
remind those that are familiar with the course 
of prostatism, that nothing can happen to so com- 
pletely depress and sometimes to cause serious 
bodily discomfort, as a complicating epididymitis. 
The advent of a swollen testicle is always of dis- 
tressing importance to a patient of any age but 
the mental depression seems greater in old men 
who are preparing for the dreaded ordeal of 
prostatectomy or have just passed through the 
ordeal and are well advanced in the convalescent 
period. The following symptoms and results may 
occur: 

(1) Severe pain and bodily discomfort, includ- 
ing chill, high temperature, and_ general 
malaise. 

Severe infection causing suppuration of the 
testicle and a bacteriemia. 

General nervous symptoms, chief of which 
are apprehension and depression. 

Delay of ten days to two weeks in the prep- 
aration for operation, or a like period of 
delay in convalescence after operation. 
Delay in the time of voiding and delay in 
the closure of the urinary fistula (as 
brought out by Randall). 


Prolonged Stay in the Hospital Becomes An 
Economic Factor.—If epididymitis occurs during 
the pre-operative stage it greatly interferes with 
the progress of getting the patient in good con- 
dition. If the indwelling catheter is used as a 
means of drainage, this has to be discontinued 
and the operation usually has to be postponed 
until the patient’s temperature becomes normal 
and the acute inflammatory signs accompanying 
the epididymitis subside. Epididymitis occurring 
after operation is still more disconcerting to the 
patient, as he is usually up and about the hos- 
pital and is just beginning to void his urine. It 
is particularly depressing and distressing to the 
old man suddenly to be stricken with severe pain 
and swelling in one side of the scrotum at this 
time, when he feels he is almost ready to leave 
the hospital. He usually has to go back to bed 
for a week or ten days. Aside from the physical 
and mental discomfort, he is subject to an addi- 
tional hospital expense which is burdensome to 
a few and, if the complication is preventable, is 
unnecessary to all. | (The additional hospital ex- 


(2) 
(3) 
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Fig. 3 
Passing the needle underneath the vas using two 
strands of silk worm gut as suggested by Alyea. 


pense can be estimated conservatively to vary 
from $50.00 to $75.00). 


Prevention.—The object of this discussion is 
to focus our attention on the proposed and tried 
methods of preventing a complicating epididy- 
mitis. During the past forty years urologists 
have advocated various methods for this. Some 
have suggested cleansing the lower urinary tract, 
ligation of the ejaculatory ducts or seminal vesi- 
cuectomy, none of these which has proven en- 
tirely satisfactory. In June, 1926, Goldstein ad- 
vocated bilateral ligation of the vas or resection 
of the vas as a prophylactic means of preventing 
epididymitis. Though he mentions in one of his 
conclusions that ligation should be done early, 
his operation was done at the time of prostatec- 
tomy. At about the same,time J. A. C. Colston 
and William A. Frontz of the Brady Urological 
Clinic began ligating the vas with very pleasing 
results. At the last meeting of the American 
Urological Association, Dr. Edwin P. Alyea dem- 
onstrated before this body ligation of the vas 
by a closed method which he said should be done 
as soon as the diagnosis was made after the 
patient entered the hospital, before any instru- 
mentation, and before a retention catheter was 
introduced, 


Technic-——In so far as we have been able to 
find out, Dr. J. A. C. Colston of the Brady Uro- 
logical Institute Staff was the first to propose 
and carry out the closed technic of vas ligation. 
He did this at the same time that prostatectomy 
was done. Alyea of the same Staff was the first 
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to advocate ligation of the vas as soon as the 
patient entered the hospital and the diagnosis 
was made, before any instrumentation was done. 
He was the first man to carry out this method. 
We use the technic demonstrated by Alyea ex- 
cept that we find it less painful to the patient 
to segregate the vas and to pick it up between 
the thumb and fore finger of the left hand, in- 
stead of using a vas clamp. An ordinary curved 
cutting needle and two strands of silk worm gut 
are easily passed under the vas. In our experi- 
ence the silk worm gut soon cuts through the 
skin and we believe large silk would be prefer- 
able to ligate with. We also find that to remove 
the ligature in two weeks after operation is too 
early and we sometimes leave the ligature on 
until the urinary fistula is about healed. The 
silk worm gut is long, and its ends are knotted. 
This insures the patient’s not being annoyed 
by the ends’ pricking the skin of surrounding 
parts. These suggestions we believe to be im- 
provements on Alyea’s original technic. 


Time of Ligation and Removal of Ligatures.— 
The ideal time for bilateral ligation is when 
the patient is first seen and the diagnosis of 
prostatic obstruction is first made. Certainly, 
ligation should be done before any instrumenta- 
tion is done. In cases that have been catheter- 
ized and have not developed an epididymitis, lig- 
ation is done at the time of operation, when we 
have the patient anesthetized, which fact does 
away with the small amount of pain when the 
silk worm gut is tied. The ligatures should not 
be removed until the patient is voiding freely 
through the urethra and the urinary sinus is al- 
most healed. We have tried removing the liga- 
tures from the vas in two weeks and four pa- 
tients have developed an epididymitis within a 
few days. Three cases were very mild and one 
quite severe, 


Analysis of Cases ——Of 35 consecutive prosta- 
tectomies, three had epididymitis on admission, 
one bilateral and two unilateral. Of the 33 cases 
ligated, five developed epididymitis within a 
short time after the ligatures were removed. Four 
of these were a low grade mild infection of the 
epididymis and were unimportant but have to 
be included in this report. The fourth case de- 
veloped a fulminating epididymitis within four 
days after removing the ligatures. The patient 
had typical symptoms of a bacteriemia although 
no blood culture was made; he ran a septic tem- 
perature and was sick enough to cause us great 
concern. His stay in the hospital was prolonged 
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Fig. 4 
Vas ligated silk worm gut left long and knotted 
at the end to prevent pricking the patient. 


about three weeks (with an added expense of 
about $250.00). 


CONCLUSIONS 


(1) Bilateral ligation of the vas should be done 
as a prophylactic measure on all patients 
before prostatectomy is performed. 

(2) It is preferable to ligate the vas before the 
pre-operative treatment is begun. 

(3) If the ligatures are removed from the vas 

~ the lumen is soon patent and epididymitis 
may follow. Ligatures should then not be 
removed until after the twenty-first day. 

(4) The effectiveness, painlessness and simplic- 
ity of the procedure make ligation of the 
vas of great importance in both supra-pubic 
and perineal prostatectomy. 


REFERENCES 


1. Alyea, E. P.: Jour. Urol. 19: No. 1, Jan. 1928. 

2. Boyd, M. L.: Jour. Urol., pp. 387-392, 1923. 

. Young, H. H.: Surg. Gyn. & Obst., 36: 589-609, 1923. 
. Macht, David, Jour. Urol., 10: 407, 1923. 

. Robnick, H. G.: Jour. Urol., 12: 4438, 1924. 

. Young, H. H., Practice of Urology. 

- Randall, Alex.: Jour. Urol., 16: 141, 1923. 

. Robnick, H. G.: Arch. Surg., 9: 188, 1924. 

- Goldstein, A. E.: Jour. Urol., 10: 287, 1927. 

10. Cunningham, Jno.: Jr., Urol., 12: 139, 1922. 

11. Eisendrath: Ca. Med. Assn. Jour., 15: 1037, 1925. 
12. Ashmud: Amer. Jour. of Phys., 12: 135, 1924. 


© O17 Cle cw 


SOUTHERN MEDICAL JOURNAL 803 


DISCUSSION (Abstract) 


Dr. T. D. Moore, Memphis, Tenn.—I was especially 
interested in the inconvenience and loss suffered by these 
patients from an economic standpoint. The procedure 
which Dr. McKay advocates constitutes one more safety 
factor in the management of prostatic obstruction. It 
is undoubtedly worth while. 

We are indebted to Dr. Goldstein and Dr. Alyea for 
bringing this to our attention. It seems to be the 
revival of a former practice. In the Nineteenth Cen- 
tury Albarran divided the vasa for the prevention of 
epididymitis and in 1911, Judd divided and ligated the 
vas for the same purpose in 14 cases of prostatectomy. 
Why the procedure was discarded is not clear. 


Dr. J. A. C. Colston, Baltimore, Md—This method 
has been of great assistance in our clinic. I have no 
accurate percentage determination of our cases of 
epididymitis, but in seventy cases investigated we have 
attempted to do the ligation as soon as the patient 
came in the hospital for catheterization, so that the vasa 
would be occluded at the earliest possible moment, if 
possible before infection had supervened. I have had 
twenty-five or thirty cases of my own. In the series 
of seventy we have had only two cases of epididymitis. 
In my own, most of them done at operation, I have 
had two cases of mild epididymitis. We have not seen 
any of the fulminant type which many of you have 
seen, where the patient has to be hospitalized for sev- 
eral weeks. This type, while undoubtedly rare, is 
certainly familiar to all who do prostatic surgery. 

I think Dr. McKay’s method of using his fingers is 
good, but it has been our custom to use an Allys clamp. 
The vas is isolated by picking it up with the fingers, 
then the clamp is gently applied with one click of the 
forceps. The Allys clamp is placed on, and a sharp 
needle introduced through the skin underneath the vas. 
When we first tried this ligation the possibility of ex- 
travasation was considered, but I am glad to say it has 
not yet occurred with us. I started with silkworm gut 
and have kept on with it, but I think silver wire, on 
account of its antiseptic action would be better. I be- 
lieve it would hurt the patient more. Dr. McKay 
suggested the use of silk, but I think the choice of 
suture material will not make much difference. 

There is no difficulty in the after-treatment of these 
patients. A simple application of mercurochrome or any 
other antiseptic solution will suffice. The ligatures can 
be taken out in seven or eight days, but we sometimes 
leave them in for three weeks. We feel that the in- 
flammatory reaction about the ligature by occluding the 
vas and its attendant lymphatics will act as an effective 
barrier to descending infection. 


Dr. Raymond Thompson, Charlotte, N. C.—Pre-op- 
erative and post-operative epididymitis has been one of 
our troublesome complications both during the period 
of preparation for prostatectomy, and during the time 
of post-operative surgical care. A complicating epidi- 
dymitis is not always as simple as it is pictured. It is 
always disconcerting, depressing and painful to the pa- 
tient. We believe any complication which occurs as 
frequently as does epididymitis, which may necessitate 
a second operation, such as orchidectomy, should be 
considered seriously and that we should exhaust every 
means we possess to prevent it. Bilateral ligation of the 
vas, as described by Dr. McKay, will prevent epididy- 
mitis if it is done properly and at the right time. Our 
experience has shown that it is best to ligate the vas 
before any instrumentation is done on the patient, and 
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to include as little scrotal tissue in the ligature as pos- 
sible. We are firm in our conviction that the ligatures 
should be left on as long as twenty-one days, and be- 
lieve that this is a very important point in using the 
closed method. We have been more than pleased with 
the closed method of vas ligation because it adds little 
to our already full program, either in preparation of the 
patient or in his post-operative surgical care. The 
procedure is quite simple, can be done practically with- 
out pain, even when no anesthetic is used, and can be 
done either in the patient’s room or in the office. 


Dr. Albert Goldstein, Baltimore, Md.—This operation 
should be done routinely. Very frequently the pres- 
ence of an epididymitis is about the last straw for the 
patient, and not infrequently it may debilitate him to 
the extent of causing his death. At the time of my 
first report we did this at operation, but since then 
we have done it before the operation, just when instru- 
mentation is about to take place. If you make a diag- 
nosis of prostatic hypertrophy and feel that you are 
going to cystoscope the man, vasoresection should be 
done. 

I wish to modify the method Dr. McKay and Dr. 
Colston have been using and continue my own. Rol- 
nick showed definitely that unless we remove 1 cm. 
of the vas deferens there will be union again. There 
must be. He proved in his experimental work also, 
that unless we cut the sheath surrounding the vas no 
results will be obtained. An epididymitis occurs, for 
the organisms travel down a portion of the lymphatics. 

The one time that I feel that ligation is not the best 
thing, is when the ligature is removed anywhere from 
one to four weeks after the operation has been done. 
That is not leaving it long enough, for the epididymitis 
does not occur in many instances until four to six 
months after the patient returns home. Putting on a 
ligature and removing it in a week will not do the trick. 
In some sixty-odd cases that I have operated upon, re- 
moving a section of the vas, I have never had one 
case of epididymitis. One case that I reported as 
epididymitis was wrongly diagnosed, for it was only a 
thickening of the skin. I have followed it up and am 
sure the patient did not have epididymitis. 

I was interested yesterday to hear Dr. Young dis- 
cussing his new form of prostatectomy by suturing the 
capsule and urethra and then putting in a catheter. He 
said that to prevent epididymitis he ran a ligature 
around the ejaculatory duct. I was surprised that 
someone did not pick this up, for his one teaching has 
been to preserve the ejaculatory duct. Now he is ligat- 
ing it. So there must be some virtue in the opera- 
tion of resection of the vas deferens to prevent epididy- 
mitis in cases of prostatic hypertrophy. 


Dr. Montague L. Boyd, Atlanta, Ga—lIn an article 
presented some years ago on seminal vesiculitis after 
prostatectomy, I called attention to the fact that epidi- 
dymitis in these cases is secondary to infection in the 
urethra or prostatectomy wound, and of course to 
seminal vesiculitis. Since that is the case it seems to 
me that we are not attacking the cause of the trouble 
directly when we prevent epididymitis by ligating the 
vas. We know that in surgery the essential thing for 
the prevention of infection is free drainage: not medi- 
cation or raising the patient’s resistance, but drainage. 
It is a fairly simple matter to drain the perineal wound 
by employing a small tube which can be left in until 
well along in convalescence, just as I employ a Pezzar 
catheter in the suprapubic wound. By gradually reduc- 
ing the size of the Pezzar catheter I am able eventually 


SOUTHERN MEDICAL JOURNAL 


October 1928 


to remove the small catheter and get no subsequent 
drainage from the bladder. The suprapubic wound 
stops draining, but no suprapubic tube will give the free 
drainage to the prostatic cavity which is necessary, un- 
less the patient will lie on his side or upon his face all 
of the time. It might be possible to drain the cavity 
more or less continuously with a catheter left in the 
urethra. 

Dr. Edward L. Keyes, New York, N. Y.—I wish to 
second very emphatically Dr. Goldstein’s remark that we 
must get the vas. The technic I have employed I think 
is quite similar to his. I transfix the scrotum with a 
straight needle underneath the whole cord, then infil- 
trate and pick up the vas, divide everything in its 
sheath, and tie the two ends together like a double 
barrelled gun. 


Dr. I. G. Duncan, Memphis, Tenn.—I differ with Dr. 
McKay slightly as to the cause of the epididymitis. I 
think all these cases are due to a primary infection in 
the seminal vesicles, and that by ligating the ejaculatory 
duct a bad matter is made worse. Very frequently the 
condition is due to the patient’s straining at stool, or to 
too much pressure upon the vesicle during prostatic 
massage, the infected material being pushed down into 
the epididymis. I produced this trouble in the old days 
in young men after too vigorous massage, and since I 
have stopped it I have had fewer cases. If you wish 
to prevent this situation the thing to do is to ligate 
the vas between the seminal vesicle and the epididymis. 


Dr. Gordon Craig, Sydney, Australia——Some twenty 
five years ago, when I was a resident in the hospital, 
my chief had performed a series of twenty vaso-liga- 
tions for prostatic hypertrophy. Out of this series five, 
or 25 per cent, developed mania and had to be sent 
to an asylum. This damped the enthusiasm of the 
senior surgeon, who gave up the operation entirely. 


Dr. McKay (closing).—Ligation of the vas by the 
closed method, without resection, should have no in- 
fluence on the sexual life or desires of the patient after 
prostatectomy. If we are to include vas ligation as a 
routine part of our pre-operative preparation, then the 
simplest method should be selected that will prevent 
epididymitis both before and after operation. If the 
vas is held between the thumb and forefinger of the 
left hand in order to pass the needle underneath it, 
care should be taken not to include the loose tissues of 
the scrotum surrounding it, as this will interfere with 
the ligature and obliterating the lumen of the vas. The 
proper time to remove the ligatures from the vas is about 
the twenty-first day. 





CHRONIC CYSTIC ARACHNOIDITIS*+ 

A CLINICAL STUDY 
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We are all familiar with cases which are clini- 
caily quite typical of tumor of some part of 
*Read in Section on Neurology and Psychiatry, 
Southern Medical Association, Twenty-First Annual 
Meeting, Memphis, Tennessee, November 14-17, 1927. 
+From the Department of Surgery, University of 
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the central nervous organs, yet which fail to 
show the suspected tumor either at operation 
or on the post mortem table. With the develop- 
ment of neurosurgery, more of these “pseudo 
tumors” have been met with, and many of them 
have been rationally explained. As an example, 
consider for a moment a patient presenting symp- 
toms and signs of a localized lesion of the brain, 
and at operation or autopsy nothing is found to 
explain these phenomena but a localized thicken- 
ing of the arachnoid beneath which there is an 
overabundance of, fluid. It is this type of les- 
ion that forms the basis for this report, and 
which we have, perhaps incorrectly, named 
“chronic cystic arachnoiditis.” 

The literature on the subject is quite exten- 
sive but disappointing; most of the articles are 
merely case reports, calling attention to the 
presence of changes in the leptomeninges 
which were clinically mistaken for tumor. One 
of the earliest reported cases published in 1855 
by Ogle’ calls attention to the presence of a 
large cyst at the base of the cerebellum, which 
gave clinical symptoms of a cerebellar tumor. 
Since then arachnoid cysts have been reported 
as involving the cerebrum, the cerebellum, in- 
cluding the contents of the posterior fossa, and 
the spinal cord. Recent articles by Horrax? 
and Stookey® give admirable resumes of the lit- 
erature. 

The present day terminology is quite varied. 
Among the more commonly used names are: 
meningitis conscripta serosa, chronic arachnoid 
degeneration, arachnoid cysts, chronic circum- 
scribed leptomeningitis, and chronic arachnoid- 
itis. As far as we are able to ascertain, all of 
these terms refer to a single condition, which is 
characterized by thickening of the arachnoid 
with a tendency to cyst formation. Therefore, 
we have preferred to use the term chronic cystic 
arachnoiditis, because it seems to be more de- 
scriptive of the local condition. Of course, the 
term should be further modified to indicate 
whether it occurs over the cerebrum, the cere- 
bellum, or the spinal cord. 

Some will object to the term arachnoiditis in- 
asmuch as the little pathological study has 
been made has failed to show the usual signs of 
chronic inflammation; that is, particularly, round 
cell infiltration. However, microscopic studies 
do show that there is a proliferation of the cells 
of the reticulum of the arachnoid and of the 
endothelium which covers both surfaces of it. 
Fibrous tissue adhesions between the dural and 
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the pial surfaces are also frequently encount- 
ered.* 

The term “cystic’ is used, inasmuch as there 
is usually an accumulation of fluid beneath the 
thickened arachnoid. In some cases, the fluid 
is confined in a single cavity, and in others, the 
cavity is multilocular. The term “chronic” is 
used because of the chronicity of symptoms, and 
the lack of evidence of an acute inflammatory 
reaction in the lesion. 


During the past year, the incidence of this 
disease in our series of operative cases has been 
surprisingly high. We have encountered four 
cases of cerebral and two cases of cerebellar 
chronic cystic arachnoiditis. Not only have we 
been puzzled over the pre-operative diagnosis, 
but in several instances we have been at a loss 
as to the proper treatment and especially as to 
a reasonable prognosis. It is in the hope of 
stimulating discussion and arousing interest in 
this problem that we have thought it worth while 
to present for your consideration the important 
details of these cases, 


Case 1—R. W., a white school boy, age 14, entered 
the Louisville City Hospital June 2, 1927, for relief of 
epileptic seizures. 

At the age of four years, he was struck on the top 
of the head with an ax. Aside from profuse bleeding 
from the scalp wound, there were no symptoms re- 
sulting from the blow. Six months after this acci- 
dent, he began to have periods when the left leg would 
become rigid, draw up, and jerk. These seizures al- 
ways started in the toes and progressed up the leg 
until the whole extremity was involved. The attacks 
were not followed in the beginning by loss of con- 
sciousness or generalized twitching. During the past 
two years, however, these localized fits have quickly 
progressed into typical generalized epileptic seizures, oc- 
curring as often as four times per week. Each major 
attack has been followed by a rather severe headache. 
Between attacks, there have been no symptoms referable 
to the nervous system. 

Examination of the head showed a well healed scar 
in the scalp at the level of the junction of the coronal 
and median sutures. Stereoscopic films of the skull 
showed slight irregularity of the inner table in this 
locality. There were also quite definite convolutional 
markings in the right fronto-parietal region. The neu- 
rological examination was negative in all respects. 

Under novocain anesthesia, a large right fronto-pari- 
etal bone flap was turned down. There was no undue 
tension; in fact the dura was normal in appearance. 
The arachnoid was gray, opaque, and thickened, espe- 
cially over the upper end of the central gyrus. The 
cysts were drained, and the cerebrum explored in all 
directions with negative findings. The lateral ventricle 
was tapped at a depth of 4 cm., and normal fluid was 
obtained. Convalescence was uneventful. 

Ten days after the operation, he had two convulsions 
in quick succession. Each started with localized tonic 
contraction of the left leg, which rapidly passed into 
a generalized fit. He was placed on the Peterman keto- 
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Case 2 
Section of arachnoid nodule X 80. 


Fig. 1, 


genic diet, and taught to prepare his own food and 
analyze his urine. On the second day after the diet 
was started, he had another seizure. He was observed 
in the hospital for five weeks following institution 
of the diet and remained free of convulsive seizures 
during this time. When he was discharged, he was 
perfectly familiar with the diet and promised to con- 
tinue it at home. Four months after the operation, 
he became a patient in the hospital for an entirely dif- 
ferent condition. According to the record obtained at 
this admission, he continued to have minor seizures 
as often as two or three times a week. He had gen- 
eralized convulsions as often as three times per month. 
He abandoned the diet shortly after leaving the hos- 
pital. According to the father as long as he adhered 
strictly to the diet, he was free of symptoms except 
for an occasional minor attack. Even without the 
diet, however, he had fewer convulsions than before 
the operation. He was now going to school and doing 
well in his studies. 

We raised the question of alcohol injection of the 
cortex with the hopes of relieving the epileptic seiz- 
ures, but neither the patient nor his family considered 
the malady severe enough at that time to warrant 
another operative procedure. 


Case 2—-R. M., a white laborer, age 34, entered the 
Louisville City Hospital November 19, 1926 with the 
chief complaint of “epilepsy.” 

Eleven years before, he was hit over the left side 
of the head with a heavy stick. He was rendered un- 
conscious by the blow and remembered nothing fol- 
lowing the accident for a period of two weeks. He 
was told that he suffered from a fractured skull. He ap- 
parently made an uneventful convalescence, and was 
free of symptoms referable to the nervous system for 
one year after the accident, when the first attack of 
unconsciousness occurred. Just prior to the attack, 
he was working and suddenly his mind became blank. 
He was informed by the people who were working 
with him that he suddenly stood upright and stared 
blankly into space without moving a muscle for a 
period of from one to two minutes. There were no 
jerking, twitching, or convulsive movements. 
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The seizures have never been preceded by an aura. 
At first these attacks occurred only once in two or 
three months. They progressed in frequency until 
they now occur every few days. During the attacks, he 
did not fall or in any way lose his physical equilibrium. 
Two weeks before, he was seized with a convulsion 
which started in the fingers of the right hand, gradu- 
ally progressing up the arm and finally involving the 
whole body, with a prompt loss of consciousness. The 
convulsion was ushered in by a tonic spasm of the 
right arm, after which he lost consciousness. Follow- 
ing the convulsion, he was drowsy, but there was no 
evidence of having bitten his tongue, nor of loss of 
sphincter control. Since this first attack, he has had 
two less severe generalized convulsions. There have 
been no speech difficulties other than stuttering, with 
which he has been afflicted since early childhood. He 
has had no headache or other evidence of cerebral 
disease. 

Neurological examination gave negative findings ex. 
cept for stuttering. Examination of the head showed 
a scar in the scalp in the upper mid-portion of the 
parietal bones. No depression of the skull could be 
felt in the region of the scar. Stereoscopic films of 
the head showed a slight depression of the inner table 
of the skull in this region. There was also some evi- 
dence of convolutional markings in the left fronto- 
parietal region. The spinal fluid was normal in every 
respect. 

Under novocain anesthesia, a small bone flap was 
turned down in the left parietal region. The dura 
was found to be adhered to the bone at the site of 
the old fracture. The inner table of the skull was 
eroded by what appeared to be a nodule of new 
growth about the size of a large pea, protruding through 
the dura. The dura was incised and separated from 
the arachnoid, where in spots it was densely adherent 
to it. There were perhaps a dozen small nodules in 
the arachnoid, which were closely adherent to the 
dura matter. These nodules were firm, grayish yel- 
low, and glistening. The arachnoid was gray, opaque 


and thickened. Beneath the arachnoid, there were 
many multilocular cysts, from which perhaps two 
ounces of fluid were drained. The nodules showed 


no tendency to coalesce. The largest of the nodules, 
the one which had penetrated through the dura and 
eroded the inner surface of the skull, was excised. The 
bone flap, which was a small one, was sacrificed, in 
view of the fact that it had a distinctly abnormal 
appearance. The patient made an uneventful conva- 
lescence. He was discharged from the hospital at 
the end of two weeks and for a while reported regu- 
larly for observation. He did not have either the 
minor nor the major attacks until approximately four 
weeks after the operation, when he again had a rather 
typical Jacksonian fit, which did not progress into a 
generalized convulsion. He has continued to have an 
occasional minor seizure every two or three weeks 
since the operation. Only on one occasion has he 
had a generalized convulsion. 

At the present time, he is working every day, doing 
manual labor. No attempt was made to teach the 
patient the principles of the Peterman diet, inasmuch 
as his intelligence and environment were unsuited for 
these details without very close supervision. He takes 
small doses of luminal regularly. 


Microscopic report of the tissues removed showed 
many clumps of large cells of ovoidal eccentric nuclei, 
the cytoplasm being filled with many vacuoles; and an 
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Fig. 2 
Same as Fig. 1 X 300. 


occasional mitotic figure being seen. The microscopic 
picture is identical with that of a pachyonian granu- 
lation or an early meningioma (endothelioma). (Fig. 
1 and Fig. 2.) 


The arachnoid proliferations found in this 
case are extremely unusual and interesting. The 
fact that one of the larger nodules had eroded 
the inner table of the skull was sufficient to make 
us feel that we were dealing with a _ small 
meningioma. On the other hand, the nodules 
showed no inclination to coalesce, each re- 
maining quite distinct from the other. This pic- 
ture is similar in all respects to cases reported by 
Winkleman and Wilson.* They describe local- 
ized collections of cells in the arachnoid follow- 
ing trauma, and toxemia. They describe the type 
of cell in these clusters as the same as are found 
lining the arachnoid and in the so-called endo- 
theliomas. 


Case 3—R. R., a white male laborer, age 39, was 
referred by Dr. Lamar Neblett, of Louisville, Ken- 
tucky, because of the weakness of the left leg and 
foot. 

He had been in perfect health until three years 
previously when it was noticed that he dragged his 
left foot in walking, especially when tired. He also 
noticed weakness of the left leg especially when weight 
was borne upon it. He observed that when he was 
sitting and the weight of his leg was thrown upon his 
toe, that the whole leg would shake. This weakness 
and loss of function had been slowly progressing dur- 
ing the preceding three years. During the previous 
year he had noticed that the left arm was less useful 
than the right, and he had some difficulty in perform- 
ing the finer movements with it. However, he was 
able to use the left hand and arm in his work. There 
had been no headaches or other symptoms referable 
to the central nervous system. There was no history 
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of trauma to the head or acute infection. Recently 
the leg had felt heavy as though he were carrying a 
weight on his foot. His wife had observed that when 
he was asleep there were often rhythmic twitchings 
of the muscles of the left lower extremities. When he 
was emotionally excited or tired, the symptoms in the 
left leg were exaggerated. 

Neurological examination shows the following posi- 
tive findings: (1) There is definite weakness of the 
whole left lower extremity. (2) The grip in the left 
hand is weaker than in the right, but is still fairly 
strong. (3) Tendon reflexes are markedly exaggerated 
in the left leg. (4) Patella and ankle clonus are pres- 
ent and well sustained. (5) Tendon reflexes exaggerated 
in the left arm. (6) The left abdominal and cremasteric 
reflexes are absent. (7) Bakinski, Openheim, and Gor- 
don reactions are positive on the left. (8) No sensory 
changes can be demonstrated. 

Spinal fluid examination showed a clear fluid under 
a slight increased pressure (180 c. <. of spinal fluid) ; 
cells were 1 per cu. mm.; globulin was slightly posi- 
tive; total protein 32 per 100 c. c.; colloidal gold 
2110000000. Spinal and blood Wassermann were nega- 
tive in all dilutions. Stereoscopic films of the head 
showed distinct thinning in the region of the right 
fronto-parietal bone. 

Under novocain anesthesia, a large right fronto-pari- 
etal bone flap was turned down. The dura seemed to 
be thickened and somewhat tense. On opening the 
dura, an arachnoid cyst bulged into the wound and 
ruptured, with the discharge of a large quantity of 
clear fluid before the opening could be enlarged. The 
arachnoid over the upper pole of the central gyrus was 
gray, opaque, and contained many multilocular cysts. 
Over the lower end of the central gyrus, the leptomen- 
inges were more normal in appearance. Exploration 
of the cerebrum in all directions gave no evidence of a 
new growth. The ventricle was tapped at a depth of 
4.5 cm. The cysts were punctured and drained and the 
wound closed in layers, after all bleeding had been 
carefully controlled. Twelve hours following the opera- 
tion, the patient became stuporous and was unable to 
use the left side of his body. He was taken immedi- 
ately to the operating room, and the bone flap was 
re-elevated. A large extra-dural clot was found and 
removed. The bleeding was again carefully controlled. 
A transfusion of whole blood was given, and he made 
an uneventful convalescence, leaving the hospital ten 
days after the original operation. At the present time, 
his neurological picture is practically the same, except 
that the leg does not feel as heavy as it did before 
the operation, nor has his wife noted the jerking of 
the left leg during his sleep. He feels that on the 
whole his condition is better, although I am unable to 
demonstrate any change. 


This has been a most disappointing case. His 
symptoms have been paralytic from the onset, 
unless one interprets the jerking of the left leg 
while asleep as being evidence of irritative symp- 
toms. A history of trauma or acute infection 
preceding these symptoms is entirely wanting; 
in fact going over the history, which was ob- 
tained from a highly intelligent, cooperative 
patient, no suggestion of the probable etiologi- 
cal factor is to be found. 


Case 4.—R. W., a white messenger school boy, age 
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16, entered the Louisville City Hospital June 20, 1927, 
because of inability to speak or stand alone. Five 
years before, while playing in school, he was struck 
in the right temporal region by a hard clay ball. He 
was rendered unconscious by the blow. The right side 
of the head and face was markedly swollen. He was 
out of school for five or six weeks during which time 
he had delirium, drowsiness, headache, and double 
vision. These symptoms disappeared and the boy re- 
turned to school. 

After three months, he was taken out of school 
because of mental dullness, slowness of movements, 
mask-like appearance of the face, difficulty of speech, 
and headache. Since his illness, he seldom laughed or 
cried. Eight months before, he became unable to speak 
or walk. He lay in bed perfectly still, apparently 
disinterested in his surroundings. During the attacks, 
he was in a dreamy state, from which it was difficult 
to arouse him. These attacks had occurred every 
few weeks for the preceding eight months and were 
Apparently becoming more severe. There was nothing 
in the history suggestive of tonic or clonic movements 
of the body. 

Neurological examination showed the following posi- 
tive findings: (1) typical mask facies with lethargy ; 
(2) speech indistinct, but rapid and coherent at times; 
(3) left facial weakness, superanuclear in type; (4) 
weakness of the left arm and leg with hyperactive 
tendon reflexes; (5) Babinski reaction weakly positive 
on the left; stereognosis impaired in the left hand. 
X-ray examination of the head was negative, except 
for some convolutional atrophy of the inner table. 

A presumptive diagnosis of post-encephalitic syndrome 
was made. The family and the patient himself were 
desirous of an exploration, even in the face of the warn- 
ing that it would probably prove futile. In view of 
the localizing signs, a large right tempero-parietal bone 
flap was turned down under novocain anesthesia. The 
dura mater was somewhat tense but otherwise normal. 
On reflecting the dura, the subarachnoid space was 
found to be filled with a large quantity of colorless 
fluid. The arachnoid itself, appeared to be greatly 
thickened and was more opaque than normal. There 
was a distinct convolutional atrophy over the whole 
of the exposed cerebrum. The ventricle was tapped 
at the normal depth, and clear fluid obtained. The 
patiert made an uneventful convalescence from the 
operation. His mental or physical state has in no 
way been changed by the operation. He continues to 
have these unusual attacks, which are now believed 
to be functional inasmuch as when he becomes dis- 
couraged or irritated from any cause, one of the seiz- 
ures is apt to appear. 


This case is clearly one of encephalitis which 
had as a part of the residual syndrome an in- 
complete hemiplegia. Our judgment in opera- 
tive exploration is certainly open to question. 
From the standpoint of our own information, it 
proved to be extremely valuable for we observed 
here a picture of cerebral arachnoiditis which 
differs in no way from those cases we have seen 
where trauma was doubtless one of the predis- 
posing causes. One outstanding difference be- 
tween this case and the others just reported is 
the diffuse nature of the process with convo- 
lutional atrophy, 
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Case 5.—F. F., a white female stenographer, age 34, 
was seen in consultation with Drs. J. A. and 
Morris Flexner of Louisville, Kentucky, at the Norton 
Memorial Infirmary on January 26, 1927. 

Three months before, the whole left side of her face 
and head became sensitive to touch. The skin of the 
scalp ached as though she had the toothache. This 
was not preceded by a cold or any other febrile con- 
dition. During this time, she suffered with mild head- 
aches almost every day. Two months before our ex- 
amination, the headaches became greatly exaggerated. 
They were frequently generalized over the entire head, 
but most often were localized at the occipital region. 
The back of the head and neck felt as though “it would 
cave in.” Shortly after the onset of the headaches, 
she had periods of dizziness, especially when she was 
climbing a flight of stairs; she noticed that she would 
have to hold on to things when she was walking. 
One month before, during an attack of headache, she 
had a vomiting spell, which was not preceded by 
nausea. During the preceding three weeks all the 
symptoms had been exaggerated. Her vision had 
become progressively impaired until at the time she 
had difficulty in reading. The light hurt her eyes. 
She had not complained of diplopia. There was an 
indefinite history of hallucinations of taste. She said 
that her food often tasted as though there were 
coal oil on it. Her memory had become impaired, and 
she forgot names and dates and important engage- 
ments easily. 

Physical examination showed the following posi- 
tive findings: (1) bilateral papillo-edema 2 diop- 
ters; (2) slight weakness of the left external rectus 
muscle; (3) hypesthesia of the left side of the 
face; (4) left facial weakness; (5) positive Rom- 
berg; she always tends to fall toward the left; (6) 
gait unsteady, tends to fall toward the left; (7) 
lateral nystagmus, more marked on looking toward 
the left; (9) the left leg is used less well than the 
right; (10) there is some dysmetria and _ hypo- 
tonia of the heft arm and leg. Stereoscopic films of 
the head were reported negative. The visual fields 
showed general contraction, more marked in the left 
eye; no defects were made out. The pre-operative 
diagnosis was a lesion in the region of the left cere- 
bellar hemisphere, presumably a cystic tumor. 


Under novocain anesthesia, the posterior fossa was 
exposed through a cross bow incision. The occipital 
bone was extremely thin. On removing the bone, 
the contents of the left fossa bulged remarkably and 
were very tense and fluctuant. On incising the dura, 
there was a gush of clear fluid, which “spurted” to 
a height of three to four inches. Some of the fluid 
was collected and found to be slightly xanthochromic. 
The region of the cisterna magna was thoroughly 
exposed. The arachnoid was gray and thick, espe- 
cially around the cisterna. The cerebellar hemis- 
phere was normal in appearance and to palpation. 
Exploration of the cerebellopontile angles revealed 
no evidence of tumor. The left hemisphere was 
explored with a brain needle, but no suggestion of 
tumor was found. The patient made an uneventful con- 
valescence from the operation. She was in the hos- 
pital for a period of four weeks. During that time, 
she had an occasional attack of headache, and on 
several occasions vomited. Her cerebellar syndrome 
disappeared slowly. The headaches grew less _fre- 
quent during the next month, and have gradually 
disappeared entirely. Examination at the end of six 
months, showed no evidence of intracranial disease. 
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She is again at work and is free of symptoms. Her 
visual fields are practically normal. The decompres- 
sion wound is not bulging, and there is no evidence 
of intracranial pressure. She considers herself to be 
entirely well at the present time. 

One of the most interesting features of this 
case is the manner of onset. Apparently hyper- 
esthesia of the left face was present for three 
to four weeks before other signs of cerebellar 
disease developed. This was interpreted as 
being not unlike the epidemics of ‘“‘ganglion- 
itis’ encountered in various sections of the 
country four winters ago. If this assumption 
is correct, the probable sequence of events 
was first a low grade meningitis (probably a 
serous meningitis) at the base of the brain 
followed by a chronic thickening of the arach- 
noid occurring chiefly in the posterior fossa. 
This thickening about the cisterna magna with 
a cystic accumulation over the left cerebellar 
hemisphere, eventually interfered with the free 
circulation of the cerebro-spinal fluid and 
some degree of hydrocephalus resulted thereby 
accounting for the symptoms of increased 
intracranial pressure. 

Case 6.—O. R., a white house wife, age 29, was 
referred by Dr. Claude Wolfe, of Louisville, Ken- 
tucky, July 8, 1927, with the chief complaints of 
headache and double vision. 


The family history is irrelevant. The past his 
tory is unimportant, except for the fact that she 
has been troubled with nasal accessory sinus disease 


throughout her lifetime. She has had no nasal opera- 
tions. The patient has suffered from headaches for 
years, usually in the frontal region. 

Five months before we saw her, she noticed that 
she became dizzy on the slightest exertion. She con- 
sulted a throat specialist, who advised the removal of 
her tonsils. This was done without relief. 

Five weeks before, she noticed that the vision in 
her left eye was less acute than in the right. This was 
followed shortly by diplopia. Four weeks before, 
the vision in the other eye became impaired. With 
the onset of these symptoms the headaches were 
greatly exaggerated. Her family have recently noticed 
that her face “is crooked.” She thinks that her 
mouth is pulled continually to the right side. She 
has also noticed that the sensation is less acute over 
the left side of the face. With the onset of eye symp- 
toms, she became definitely unsteady of gait, al- 
ways tending to fall toward the left © side. Her 
speech had become less distinct during the preceding 
few weeks and she tended to slur her words together. 


Examination showed the following positive —find- 
ings: (1) Subjective and objective loss of smell in 


both nostrils; (2) bilateral papillo-edema, 3 D.; (3) 
paresis of the left external rectus muscle; (4) well 


sustained horizontal nystagmus on looking to the 
left or right; (5) sensation diminished over the left 
trigeminal region; (6) left facial weakness, more 


marked in the lower division; (7) positive Romberg; 
always falls toward the left side; (8) dysmetria in 
the left arm and left leg. There is some loss of 
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strength in the right arm and_ right leg. Right 
abdominal reflexes are absent. (9) X-ray examination 
of the skull was entirely negative. All the sinuses 
were clear, except the left antrum and it was slight- 
ly hazy. A pro-operative diagnosis of left cerebellar 
lesion, presumably tumor was made. 

Under novocain anesthesia a suboccipital explora 
tion was made through a “cross bow” incision. After 
the occipital bone was removed, the contents of the 
left cerebellar fossa bulged into the wound. On open 
ing the dura a large quantity of clear fluid escaped. 
Both cerebellar hemispheres appeared to be normal. 
There was no evidence of a deep seated tumor. The 
angles were explored carefully with negative findings 
The cisterna magna was exposed, and the arachnoid 
was found to be thickened and opaque. Numerous 
adhesions in this region were broken up. The patient 
made an uncomplicated convalescence. The cerebellar 
syndrome disappeared promptly. She has never 
complained of a headache since the operation. The 
visual acuity has improved, but is still below normal. 
Examination of the fundi shows the papillo-edema to 
be gone, but there is some pallor of the discs. After 
four weeks the patient was doing her own housework, 
and is subjectively well. 

This case is strikingly similar to the preceding 
ones, except that the onset of symptoms was 
more rapid. No clue to the probable etiology is 
to be found unless one suspects the accessory 
nasal sinuses, which were reported to be nega- 
tive by clinical and x-ray examination. 

DISCUSSION 

The results of operative treatment in this 
group of cases have been unsatisfactory in the 
cerebral cases, but successful in the cerebellar 
cases. Of the four cerebral cases, only two 
have shown improvement, and these have been 
far from cured. On the other hand, the cere- 
bellar cases have done remarkably well, In 
fact at the present time, they are entirely 
free of symptoms. Trauma was the predis- 
posing cause of the cerebral arachnoiditis in 
two instances. Both cases suffered from irri- 
tative symptoms manifested by focal epilepsy. 
Of the remaining two cases, one gave a history 
from which no probable clue as to the etiologi- 
cal factor could be ascertained, while the 
other showed unmistakable evidence of a for- 
mer attack of encephalitis. In both of these 
latter cases, the symptoms were paralytic from 
the onset. 

It is interesting to speculate upon the role 
which trauma plays in cerebral cystic arach- 
noiditis. It seems improbable that trauma 
alone would produce the pathological picture 
which has many characteristics of an in- 
flammatory reaction. We are more inclined to 
regard the condition as arising from trauma 
plus inflammation. The inflammatory process 
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may result from a local low grade infection 
or a hematoma which acts as a local irritant 
in the process of being absorbed. That some 
cases of arachnoiditis whether they occur over 
the cerebrum, cerebellum, or spinal cord, result 
primarily from some type of infection there 
seems to be little doubt. There are numerous 
case reports in the literature of arachnoid 
cysts following so-called serous meningitis; in 
fact some authors have called the end condi- 
tion chronic serous meningitis. We have recently 
seen a case with a low grade meningitis com- 
plicating mumps (mumps meningitis). While 
the infection in the meninges of itself was of 
little consequence, yet who knows what remote 
sequelae may develop? Our present knowl- 
edge concerning the etiology of this condition 
is so fragmentary that even speculation is 
hazardous. 

The indications for treatment of arachnoid- 
itis involving the contents of the posterior fossa 
are fairly clear. Bilateral suboccipital decom- 
pression with breaking up of adhesions about 
the cisterna magna usually affords relief of 
symptoms. As has been pointed out elsewhere 
in this paper, symptoms from cerebellar 
arachnoiditis result from interference with the 
free circulation of cerebrospinal fluid, presum- 
ably due to thickening of the arachnoid over 
the cisterna magna and adhesions between the 
dura mater, arachnoid, and pia mater in this 
region. 

In arachnoiditis involving the surface of the 
cerebral hemisphere, we are dealing with quite 
a different problem. It seems probable that 
the local changes in the leptomeninges are 
responsible for the interference in normal func- 
tion of the cortical structures. These functional 
changes may manifest themselves in irritative 
or paralytic symptoms or both. At first thought, 
the indication for treatment for this type of 
case would be to excise the thickened cystic 
arachnoid. On more careful consideration, 
however, one realizes that such a course would 
be disastrous inasmuch as a dense scar would 
be formed between the dura mater and the 
cortex which would cause severe symptoms. 
Dr. S. C. Harvey and his co-workers® have 
shown the futility of patching dural defects 
with transplants, inasmuch as the dura mater 
will regenerate rapidly and close the defect 
without the formation of adhesions, providing 
the arachnoid is intact. If the arachnoid is 
injured, however, such a repair will occur, but 
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it will be associated with dense adhesions 
between the dura mater and the cortex of the 
brain. This fact has led to his discovery of 
the origin of the meninges; the dura mater 
arising from the mesodermal _ structures 
(mesenchyne) while the pia-arachnoid are 
derived from the ectodermal elements (neural 
crests). Thus we have an adequate explana- 
tion for the failure of the arachnoid to regen- 
erate after traumatic injury to this membrane. 


The treatment, which has been employed in 
this series of cerebral cases has been merely 
puncture drainage of the cysts. Obviously, we 
have removed only a small part of the diseased 
process. It is interesting to note that two of 
the cases thus treated have been distinctly 
benefited. Both of these, however, suffered 
from cortical irritation. In one of these, irri- 
tative symptoms which reappeared following 
operation, were satisfactorily controlled by the 
application of the Peterman® ketogenic diet. 
How much we can expect in Jacksonian epilepsy 
from dietary treatment remains to be seen. 
There is no question that this principle is an 
important one, and that it holds far-reaching 
possibilities in the treatment of all types of 
epilepsy. 

Another possibility which we have considered 
but have had no opportunity to try in the 
treatment of the cases showing irritative symp- 
toms is the.alcohol injection of the cortex ac- 
cording to the method of Dowman.’ Certainly 
this method is worthy of trial in cases of Jack- 
sonian epilepsy which cannot be satisfactorily 
treated by less radical means. 


SUMMARY 


(1) Chronic cystic arachnoiditis is a dis- 
ease entity which is characterized by a local- 
ized thickened, opaque arachnoid bound to the 
pia mater by adhesions in the meshes of which 
there are accumulations of fluid. It may 
occur over the cerebrum, cerebellum or spinal 
cord. 

(2) The condition is often clinically indis- 
tinguishable from tumor of the involved area of 
the central nervous system. 

(3) The incidence of this disease is far 
greater than one would believe after reviewing 
the literature. 

(4) The etiology is unknown. Local infec- 
tions of low virulence or chronic irritation of 
the leptomeninges from absorption of a blood 
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clot are suggested as being the most probable 
exciting factors. 
(5) Four cases of cerebral and two cases of 


cerebellar chronic cystic arachnoiditis are 
reviewed. 
(6) Treatment of the cerebellar cases 


resulted in a clinical cure. The treatment em- 
ployed in the cerebral cases gave unsatisfac- 
tory results. 

(7) Pertinent facts relative to the etiology, 
prognosis and treatment of this disease are 
scarce. They offer a problem of utmost im- 
portance that should engage the attention of 
both laboratory and clinical investigators. — 
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DISCUSSION (Abstract) 
Dr. C. C. Turner, Memphis, Tenn—The general 
subject of chronic cystic arachnoiditis has been 
divided into two major groups: generalized serous 


meningitis and chronic cystic meningitis to which Dr. 
Spurling’s paper is confined. The interesting feature 
of these cases is that a large number of them give 
histories of trauma and the question arises as to just 
what is the true relationship of this disease to trauma 
and why. The older conception is that it resulted 
from occlusion and rupture of a vessel. Winkelman 
and Wilson’s work in Baltimore in an examination 
of seventy brains from patients a few months to 
seventy years of age show that as an individual in- 
creases in age the structure of his arachnoid increases 
in cellular content. In some of the individuals no 
history could be obtained of any meningitis previ- 
ously, but definite pearls were found of a microscopic 
tumor through the arachnoid which was endothelial 
in structure. A further investigation on cats sub- 
jected to trauma revealed the fact that these pearls in- 
creased in growth considerably on being subjected to 


trauma and quite a few of them underwent cystic 
degeneration. 
Study of my own cases of this type, revealed 


them to have a Jacksonian epilepsy, with a previous 


history of trauma. Three of these cases had 
depressed fractures. The fourth case had no frac- 
ture and the x-ray of the skull was normal. In the 


arachnoid was a cyst about the size of a walnut. At 
operation no attempt was made to remove the cyst for 
the reason that Dr. Spurling brought out. 


There are certain points of predilection for the site 
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and appearance of these cysts. They are found most 
frequently along the fissure of Orlando; next in the 
cerebellopontile angle; and finally in the cord either 
front or back and at any level. 

The condition frequently follows meningitis; a num- 
ber has been the result of syphilis; a number of the 
cerebellopontile angle cysts has followed middle ear 
disease without local meningitis, but with the forma- 
tion of a cyst in that region with typical symptoms 
of tumor. 


Dr. E. B. Block, Atlanta, Ga—I wish to ask Dr. 
Spurling whether any attempt was made to dis- 
tinguish between inflammatory cyst formation, degen- 
eration cyst formation, and parasitic cyst forma- 
tion and whether in the examination of the fluid any 
parasites were found? How many of the cerebral cases 
had convulsions and how many cerebellar cases had 
convulsions ? 


Dr. Spurling (closing)—The cystic fluid was care- 
fully examined in all cases. We found no evidence 
of inflammatory reaction. We found no evidence of 
parasites, though we did not go into that subject care- 
fully. The fluid was interpreted as being typical of 
stasis. It is not a true cystic fluid in my opinion, but 
is ‘like a stagnant cerebrospinal fluid. 

Of the four cerebral cases, two had Jacksonian 
epilepsy. One other had twitchings, particularly if 
tired, but I interpreted that as being the usual muscle 
twitchings following exertion of the type one sees in 
spastic paralysis. 

Of the cerebellar cases neither had _ convulsions. 
There was evidence of increased intracranial pressure 
with localizing symptoms and signs. 





FOREIGN BODIES IN THE AIR AND 
FOOD PASSAGES* 


By Artuur K. Hoce, M.D., 
Wheeling, West Va. 


Foreign bodies in the air and food passages are 
by no means rare. It is a common accident of 
childhood and frequently the victim is an adult. 
We have often wondered just how many human 
lives are sacrificed each year through the lack of 
an early diagnosis of this condition, or indeed 
through failure to make a diagnosis at all. 

Of course there are many cases in which the 
immediate termination is not death. Of these 
we find numbers who have been diagnosed as 
suffering from tuberculosis, recurrent pneumonia, 
bronchitis, empyema, stricture of the esophagus, 
mediastinitis, pleurisy and what not. 

Many failures in making a diagnosis are due 
to the fact that the physician fails to take into 
consideration the underlying cause of the symp- 
toms, which may be a foreign body in the air 
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or food passages. To illustrate, let us consider 


Case 1: 


Case 1.—J. E. C., six years. The parents gave the his- 
tory that the child choked on a tack ten weeks ago. 
He was playing, laughing, and talking when suddenly 
he choked and became cyanotic. In a few minutes 
he recovered and seemed to be perfectly normal. The 
parents, remembering that the child had had a tack in 
his mouth and thinking that possibly he might have 
swallowed it, called their physician. When he arrived 
the boy seemed to be all right and was without symp- 
toms. The parents were told not to worry and were 
assured that if he had swallowed the tack it would 
be passed in a few days. Two days later he became 
acutely ill and vomited, and on the fourth day a diag- 
nosis of pneumonia was made. (Evidently the possibil- 
ity that a foreign body might be the cause of his 
symptoms was not considered.) He was in bed for 
three weeks during which time the acute condition ap- 
parently subsided, for he was allowed to be up and 
about for a week. The symptoms then returned and 
he again developed all the signs of pneumonia. Since 
resolution did not take place in the course of seven 
weeks, fluid in the chest was suspected and paracentesis 
thoracis was done. A little fluid was obtained. He 
was then sent to a hospital where an x-ray of the 
chest was made and a rib resection was done. A quan- 
tity of fluid was found. A few days later upon closer 
examination of the x-ray plate the shadow of a tack 
was noted and the diagnosis of a foreign body in the 
right lung was made. The patient was brought to the 
Ohio Valley General Hospital. 

Physical examination disclosed an under-nourished 
child with all the signs of a right sided pneumonia. 
X-ray confirmed the diagnosis of a tack in the right 
bronchus. A_ bronchoscopic examination was made. 
The tack was found protruding from the right middle 
lobe bronchus with its point tightly embedded in the 
mucous membrane of the right bronchus. The mem- 
brane was greatly swollen and edematous and the right 
bronchus filled with pus. The point was dislodged 
with great difficulty and was then grasped with 
forceps. Considerable traction was required to remove 
the tack since the mucous membrane of the middle 
lobe bronchus was apparently tightly swollen about 
the head. After its removal large quantities of pus were 
removed from the bronchus by suction. Recovery was 
rapid and in a short time the boy was entirely well. 

This case shows the importance of making an 
early diagnosis of foreign body. Had an early 
diagnosis been made the chances are that the 
child would have been saved from a_ severe 
attack of pneumonia followed by paracentesis 
pluralis and rib resection. Of course the 
mechanical problem of the tack’s removal was 
made much more difficult since in the ten weeks 
following the inspiration of the foreign body the 
mucous membrane had become greatly swollen, 
and the bronchus and its branches were filled 
with pus. We should all remember that when a 
healthy child who is normally playing, suddenly 
chokes with or without cyanosis, the possibility 
of the inspiration or swallowing of a foreign body 
should be considered and a careful examination 
should be made. If symptoms or signs are 


SOUTHERN MEDICAL JOURNAL 


October 1928 


elicited, or if any symptoms develop, a broncho- 
scopic or esophagoscopic examination should be 
made. Asa rule this can be done _ without 
anesthesia and in competent hands is practically 
without danger. 


Case 2——R. K., one year old, was referred with a 
diagnosis of possible foreign body in the lung, and the 
history of choking on a match four months before. 
The child became very cyanotic at the time of the 
accident, and there had been a gradual decline in 
health since. Examination disclosed a greatly under- 
nourished child, weak and quite toxic. He seemed too 
sick to cry. The rectal temperature was 104.° The pulse 
was uncountable, weak and thready. Physical examina- 
tion disclosed dullness over the lower two-thirds of the 
right lung associated with tubular breathing and dim- 
inished chest expansion. The “asthmatoid wheeze” of 
Jackson was not present and the x-ray was negative 
except for a shadow in the region of the lower lobe of 
the right lung. A bronchoscopic examination was made 
without anesthesia. The right bronchus was found to 
be filled with pus and the mucous membrane was 
greatly swollen. Foul smelling pus was aspirated by a 
suction tube. No foreign body was found and as the 
child’s condition was. quite bad, prolonged search was 
not made. The diagnosis was lung abscess. 

The child was taken home the next day against 
advice. Since he lived in a somewhat distant town 
nothing further was heard of him for two weeks. The 
father then reported that the patient had died one 
week previously. Permission was obtained to exhume 
the body and do an autopsy. The findings were of 
great interest. An abscess cavity containing the for- 
eign body which proved to be the head of a blade of 
timothy was found in the right lower lobe. This 
cavity was situated two and two-thirds inches from the 
bifurcation of the trachea in the lower right lobe well 
anterior. It communicated with the bronchial _ tree 
through a long irregular tortuous fistulous tract. The 
cavity was in such a location and the fistulous tract 
was so tortuous that had one known that the foreign 
body was present, it would have been an impossible 
problem to remove it bronchoscopically. This foreign 
body most certainly remained within the right bronchus 
for a long period of time before it eventually eroded its 
way through the bronchial wall into the lung. tissue. 
From the point of entrance into the pulmonary tissue the 
movement of the body was gradually downward. Since 
the tiny points of the timothy head were pointed up- 
ward the only motion could be a downward one and 
the possibility of coughing was very remote. 

A diagnosis of bronchitis was made by the 
physician who was first called to attend this 
child in spite of the fact that there was a his- 
tory of sudden onset with choking and cyanosis 
in a perfectly normal healthy child. Had the 
physician thought that the symptoms might be 
due to the inspiration of a foreign body into the 
lung an early bronchoscopic examination could 
have been done and the chances are that another 
life might have been saved. 

Surely the foreign body must have remained 
free within the right bronchus for several weeks 
before it finally eroded its way into the lung 
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Case 2—Autopsy findings of Case 2 reported above. 


the lower right lobe anteriorly, about 22/3 ine 


fistulous tract has been laid open to show its 
eess bronchoscopically. 


tissue. If an examination had been made during 
this time the foreign body would have been found 
free within the right bronchus and its removal 
would have been easy. The _ illustration will 
clearly show the inaccessible position of the 
timothy head and the slight chance of spontane- 
ous expulsion, 


The specimen also demonstrates why a foreign 
body is more likely to find its way into the right 
bronchus than into the left. The right bronchus 
comes off at a much less acute angle than the 
left and is slightly larger. Thus any intruder is 
more likely to lodge on the right side. Had not 
the presence of a foreign body been suspected 
by the physician who referred the case to us, 
one more child would have joined the many who 
have died of foreign body of the lung, without 
the true cause unsuspected. 

Case 3—R. C., 4 years old had been able to eat 
nothing but fluids for about a week. At times he had 
choking spells, becoming cyanotic and quite dyspneic. 
He had a history of having swallowed a quarter two 
months before. The day following the accident he 


The foreign body, a timothy head, is located in 
hes from the tracheal bifurcation. The tortuous 
extent and direction and the impossibility of ac- 


was taken to a physician who passed a stomach tube. 
The mother was assured that if the coin were stuck 
in the esophagus it had now been pushed into the 
stomach and that it would be passed in a few days. 


As the quarter was not found in the stools and since 
the boy had no further symptoms at this time except 
slight difficulty in swallowing, it was decided that he 
had probably not swallowed the coin at all. However, 
he gradually began to lose weight and became quite 
fretful. Several weeks later he was taken to another 
physician who assured the mother that if he had really 
swallowed the quarter it had long since passed. To 
prove the fact he also blindly inserted a stomach tube 
which met with no resistance. Later the mother 
insisted upon an x-ray examination. The shadow of a 
coin was found in the region of the middle third of the 
esophagus. He was then referred to us for an 
esophagoscopy. Upon examination a mass of foul 
smelling granulations was encountered upon the pos- 
terior wall of the middle third of the esophagus. At 
this time all efforts to locate the coin failed. It was 
decided to wait until all reaction had subsided and 
then to attempt its removal under the guidance of the 
fluoroscope. Six days later he was again operated 
upon. With the aid of our roentgenologist, Dr. Clovis, 
who guided us by the fluoroscope the upper edge of 
the coin was located with a probe. It was dislodged 
forward through a bloody mass of granulations until 
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the edge could be seen. Suitable forceps were used to 
grasp and remove it. When the foreign body was dis- 
lodged at least an ounce of pus escaped from behind 
it. This fact leads us to believe that the coin had 
gradually eroded its way through the wall of the 
esophagus, nature throwing up protective adhesions 
in front of it, so that the mediastinum was protected 
from infection. Had nature been less kind there is 
little doubt that mediastinal infection would have 
developed and a fatal termination would have ensued. 
The patient was discharged from the hospital two days 
later and his recovery was rapid. It was feared that a 
stricture of the esophagus might result. It has been 
several years since the accident and the patient is still 
without symptoms. 


What does this case teach us? 

(1) With a history of swallowing a foreign 
body which is thought to have lodged within 
the esophagus all of the methods of diagnosis at 
our command should be utilized. 

(2) The blind passage of a stomach tube or 
other instrument fails to prove that a foreign 
body is not present in the esophagus. 

(3) A foreign substance may remain within 
the esophagus for a long period of time without 
marked symptoms. 


(4) The fluoroscope when used by a skilled 
roentgenologist may prove a very valuable aid 
in the removal of an opaque foreign body. 


Case 4.—K. J., a woman of 40 complained of pain 
in the chest, of the mid line, below the sternum. The 
onset was six days before examination. While eating 
soup the patient choked and thought that she had 
swallowed something sharp. She came to the hospital 
at once and was x-rayed but the report was negative. 
She was unable to swallow anything but liquids. In 
spite of the difficulty in swallowing and in spite of the 
pain, she was assured that nothing was in the throat. A 
diagnosis of hysteria was made. One of the physicians 
in charge of the case insisted that an esophagoscopy be 
done. Upon examination by means of the esophagoscope 
a large piece of bone was located near the cardia. It 
was tightly embedded in a foul smelling mass of ulcer- 
ated mucous membrane. All attempts to push it down- 
ward failed and it could not be dislodged upward by 
manipulation. Since non-removal would have _ been 
fatal, strong traction was used and the foreign body 
was forcibly pulled upward and removed. Fortunately 
there was a little reaction and the patient promptly 
recovered. 


This case shows that a roentgenogram may 
be quite misleading. Failure to have a direct 
examination changes a relatively simple case to 
a very difficult one; for had this case been 
examined early before there was much swelling, 
the mechanical problem would have been much 
simpler. 

We now wish to call your attention to the 
dangers attendant on the blind passage of a 
stomach tube in suspected foreign body in the 
esophagus. While it is true that some objects 
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may be blindly forced downward into the stom- 
ach by a stomach tube with little danger, many 
lives have been lost through this procedure. The 
history of the nature of the swallowed foreign 
body is frequently undependable. The patient 
states that he has swallowed a coin or other 
blunt edged object, while the examination dis- 
closes a piece of glass, sharp bone or other 
pointed substance. In case the edges of the 
intruder prove to be smooth and blunt, the pass- 
age of the stomach tube may be without danger 
to life, but if the edges be sharp or if it be a 
pointed object the stomach tube is many times 
an instrument of death and the well meaning 
physician the executioner. 

We recall one case in which the child was supposed 
to have swallowed a marble. The stomach tube was 
called into play. At the autospy it was found that she 
had swallowed an open safety pin, the point of which 
had been forced through the esophageal wall in many 
places. 

It is never justifiable blindly to pass a stomach 
tube in the attempt to dislodge a foreign body 
unless no other means of examination are pos- 
sible. 

How are we to make an early diagnosis of 
foreign body? Probably the most valuable aid 
is the definite history of sudden choking with 
or without cyanosis in a healthy child who was 
normally playing. Often there are practically 
no symptoms or signs. If the intruder be in 
the esophagus, the patient may or may not have 
difficulty in swallowing. Dyspnea may or may 
not be present. Pain if present is a valuable aid. 
If the substance be in the lung and if it be of 
such a shape or size as to be non-obstructive 
frequently no symptoms or signs are present. If 
it be obstructive in type, the only symptoms may 
be a slight dyspnea with or without cough. 
Physical examination may show decreased expan- 
sion of the chest, associated with a hyperreson- 
ance or dullness upon the affected side. We 
have found that cough is not a very dependable 
sign unless the foreign body be freely movable 
within the bronchial tree. The “asthmatoid 
wheeze” of Jackson is a very valuable sign, if 
present. 

If the foreign body be opaque to the roentgen 
ray, a picture is of extreme value. Many times 
when a non-opaque foreign body is present in 
the esophagus very valuable information may be 
obtained from the x-ray. Our procedure is to 
place the patient in an upright position in front 
of the fluoroscope. A gelatin capsule filled 
with bismuth is given the patient and he is 
requested to swallow it. The roentgenologist can 





ot ae sat ais wie 


roaete 





Vol. XXI No. 10 


determine whether it passes freely or whether it 
hesitates or (indeed) becomes lodged on its way 
to the stomach. In this way we many times 
determine the exact location of a non-opaque 
foreign substance. 


In the early stage the x-ray is of very little 
aid in the diagnosis of a non-opaque foreign body 
in the lung. However, if the body obstruct the 
main bronchus or any of its branches, later, 
secretions begin to form in the portion of the 
bronchial tree distal to it. We are then able 
many times to obtain a shadow showing the 
ramification of the bronchial tree below the point 
of obstruction. A positive x-ray finding is of 
value while a negative one is valueless. An 
x-ray should always be made so that the mechan- 
ical problem of removal may be worked out. If 
we have a patient with a suggestive history of 
having swallowed a foreign body who develops 
any symptoms which may be due to it, it is our 
duty to make or have made a direct examination 
of the lung or esophagus. In skilled hands this 
procedure is practically without danger. Failure 
to have an examination made may be the means 
of sacrificing lives which might be saved. A 
large number of cases of fatal pneumonia result 
from failure to consider the possibility of for- 
eign body in the lung. 

Idiopathic mediastinitis may be due to for- 
eign body of the esophagus. We should always 
bear in mind that our patient may be suffering 
from a foreign body which may have _ been 
inspired into the lung or that it may have been 
swallowed and have failed to pass the esophagus. 


DISCUSSION (Abstract) 


Dr. Richmond McKinney, Memphis, Tenn.—Simple 
things are often overlooked, and certainly if a foreign 
body is deep in the lungs it can often be overlooked. 
We cannot always blame the attending physician, 
because symptoms of foreign body in the respiratory 
tract are frequently rather obscure. 

There is practically no danger in bronchoscopy, and 
we should use it more in diagnosis. The important 
thing is to teach the general practitioner that it can be 
done without anesthesia. We are not always successful, 
however, even when we do our best. 

I think esophagoscopy is much more dangerous than 
bronchoscopy. We sometimes over-ride the foreign 
body in the esophagus, and then must depend upon the 
fluoroscope. Most foreign bodies in the esophagus are 
of the opaque type. The most dangerous foreign bodies 
in the lungs are such things as peanuts and other nut 
kernels. In these cases we are never entirely sure that 
we have taken everything out, and the patient is 
likely to develop pneumonia later. 

Dr. Louis Daily, Houston, Texas—I saw last Sun- 


day a child eight months old with extreme dyspnea, 
very ill. It had become ill suddenly five days before, 
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followed a severe coughing or choking spell, and was 
treated in the country for asthma. X-ray revealed a 
foreign body above the tracheal bifurcation. It was 
found to be a piece of heavy wire, twisted into the 
shape of a figure eight, with the ends crossed in the 
esophagus. It was removed; the child died five hours 
later. Autopsy revealed a fistula from the esophagus 
into the mediastinum, with surrounding inflammation, 
and spots of broncho-pneumonia in the lungs. 


Dr. S. B. Marks, Lexington, Ky—The x-ray is of 
invaluable assistance in early diagnosis, as it has been 
developed by Dr. Manges in Dr. Jackson’s clinic. Dr. 
Manges has demonstrated two types of emphysema 
from foreign bodies in a bronchus, the one due to a 
ball valve obstruction, which lets air in but lets none 
out, thus causing emphysema of the affected lung, 
which is best shown by a picture made upon expira- 
tion. The second type is of the sound lung where the 
obstruction is more or less absolute with sooner or 
later a water logging of the lung. This is best shown 
by a picture made upon inspiration to show the over 
aeration of the sound lung. 


Dr. G. Madison Maxwell, Roanoke, Va.—The general 
practitioner should make the early diagnosis of foreign 
body. 


Dr. E. Leroy Wilkins, Clarksdale, Miss—I do not 
use the bronchoscope or esophagoscope. I have had 
four cases, and if I were going to write a paper on the 
condition I would not speak of foreign bodies in the 
air passages. I would call it “Vocal Cords as a Filtering 
Agent in Cases of Foreign Body in the Air Passages.” 

An adult woman had a straight pin in the larynx, 
lodged with the point sticking into the cartilage just 
over the vocal cord about the center. A boy about 15 
years ola had been working out in the field pulling up 
stalks. As he yawned a cocklebur lodged against the 
vocal cords. He became very cyanotic. While a man 
was yawning a cocklebur was thrown in his mouth by 
a fellow workman. In the fourth case a child, aged 4, 
was playing on the levee, and the same thing happened. 
There were three cases of cockleburs, and one pin, 
filtered from the lung by the vocal cords. 





PAGET’S DISEASE* 


By ArcHerR O’ReEtrtty, M.D., F.A.CS., 
St. Louis, Mo. 


As most medical men suppose Paget’s disease 
to be comparatively rare and of only academic 
interest, they pay little attention to it. There 
have been a number of cases in the Barnes Hos- 
pital and the Clinic of the Washington University 
Medical School, and I believe that many 
more cases will be found if they are systema- 
tically sought. The diagnosis is important, be- 
cause Paget’s disease may be mistaken for other 
conditions, or lead to unnecessary operations, 


The diagnosis is comparatively easy after the 





*Read in Section on:Bone and Joint Surgery, 
Southern Medical Asscciation, Twenty-First Annual 
Meeting, Memphis, Tennessee, November 14-17, 1927. 








816 


SOUTHERN MEDICAL JOURNAL 


October 1928 











from all departments have been 
diagnosed by the X-ray Depart- 
ment of Washington University 
Medical School: twenty-six were 
hospital and twenty-three clinic. 
There are no duplicates in this 
number. The x-ray diagnosis has 
been taken as accurate and_ all 
these histories looked up and 
studied. 

Thirty-one cases were diagnosed 
as positive Paget’s disease and 
eighteen as questionable. The 
questionable cases were early ones, 
suspicious ones, in which a con- 
firmatory skeletal] examination 
could not be obtained, or suspi- 
cious ones in the old plates. Table 
II shows the distribution and ad- 
mission rate. As some of the ques- 
tionable cases were undoubtedly 
positive, the rate would probably 
be higher than that given. 

Six cases gave a positive Was- 
sermann, twenty-eight were nega- 
tive, and fifteen were not made 
(Table III). 


Only three cases in the hospital 
and two in the clinic were diag- 
nosed before the x-ray was taken. 
The medical diagnoses ran from 








Fig. 1, Case 8 
Taken April 10, 1929. 


classical signs have developed, but in the early 
stage can be made only by a careful x-ray study. 
When a patient comes in for routine x-ray whose 
condition suggests Paget’s disease, a thorough 
skeletal examination is made. Most of the cases 
were picked up in this way. All the diagnoses in 
this series were made by Dr. Sherwood Moore 
of the X-ray Department. Some were found by 
reviewing the plates taken before Dr. Moore be- 
came head of the Department. 

The number of cases admitted to American 
hospitals has a very wide variation as shown in 
Table I. 

Forty-nine cases of osteitis deformans referred 


TABLE I 


Admission Rate to Hospitals 


lin 2923 admissions 
1 in 10000 admissions 
1 in 15800 admissions 
1 in 40714 admissions 








Jefferson Hospital... 

Johns Hopkins Hospital (Med) 
Mayo Clinic. 

Mass. General Hospital 


arthritis to brain tumor. In many 

of these the diagnosis was correct 

and Paget’s disease was picked 
up in the course of routine x-ray examination. 
In others the diagnosis was evidently in error. 
In many instances the x-ray diagnosis was made 
shortly after the patient was first seen, but 
this was apparently overlooked, for no note 
was made in the history. 


TABLE II 


Rate, Barnes Hospital 


Total Cases diagnosed as Paget’s Disease 
Syl a (Oe CRORE sce” 
Questionable 

Positive—Hospital..... 

Question—Hospital............ 

Admissions to Clinic . 
Admissions to Hospital ...... 
Combined admissions . 

Admission rate—Clinic 

Admission rate—Hospital 

Admission rate—Combined 


Admission and Ctinic 










2,924 admis. 


(posit.) 1 in 1 
8,681 admis, 


(posit.) 1 in 





Many of the patients showed definite nerv- 
ous symptoms, from “nervousness” to psychoses. 
A history of “rheumatism” was also common, 
either at the time of admission, or some 





= = Ve 


is. 
is. 
is, 


Ve 


ni, 
ne 








Vol. XXI No. 10 


TABLE III 
Wassermann Reactions 





Total 
Positive . = : ise 
Negative . was pesrscoreiel am 
Not made ..... linc Oe ; ae 

House 

Positive Paget's 

Positive W. R. susseucevews ; bestries ou 
Nesarive: W. HR. 22....-..-.:.- Rae Pee Se ere 14 
Oe SR oasis araeceeee ee 


Positive W. R. : ; ; ‘ eee 
Negative W. R. . Bree Ore tia dee , sie 
Not made ...... Acs woes cachsepcabecis ceapbevinnae 
Clinic 
Positive Paget's 
Positive W. R. : RNR ter 
Negative W. R. aoa = - ‘ Ra ode 
Not made ; ee ee’ 


Tea Ny ARS occ ate eda das cee sicrsnah cau pucacgvodan wntvssNbeeotonseaeanens 
USE WW ic) Bike ecvsnctenastrceense : ESP cinconteweones 
Not made ...... a bec ns ees ese Coch es ageeat 


fe 





months before. Several of the cases developed 
arthritic symptoms while in the hospital and 
the diagnosis was made on the resulting x-ray. 
Loss of hearing was another rather common 
condition. Failing eyesight was noted but not 
so frequently. The blood calcium was reported 
high in two cases. There were no characteristic 
symptoms. Many of the patients gave a his- 
tory of trauma, some months or years before. 

There were five pathologic fractures, two in 
one patient at different times; one case of 

















Fig. 2, Case 8 
Taken April 16, 1927. 
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traumatic fracture; one case of sarcoma and 
one of metastatic carcinoma. In seven cases 
diagnosed as syphilis, only three gave a positive 
Wassermann. 


A few cases, in outline, will illustrate the 
points I have mentioned. 


Case 1.—This was diagnosed as neuralgia of the 
fifth cranial nerve, osteoma of the superior maxilla, 
and osteoma of the skull. The patient had had 
headaches for eight years, and some loss of memory. 
Was operated upon twice in the hospital for excision of 
the gasserian ganglion. At the first operation a 
thickness of the skull was noted. The operation did 
not relieve the headache. 

X-ray diagnosis of Paget’s disease was made three 
days after entering the hospital and one day before 
the first operation. 


Case 2.—This had been diagnosed syphilis, and 
sarcoma. 

X-ray showed a generalized Paget’s and the diag- 
nosis was made from the x-ray. The Wassermann 
was negative. The blood calcium was _ slightly 
increased. This patient had had two pathologic and 
one traumatic fractures with good union and func- 
tion. 


Case 3—The diagnosis was chronic tuberculosis 
and chronic bronchitis. 

This patient was sent to the hospital for chronic 
bronchitis. The history mentioned bowing of the 
legs, but Paget’s disease was not suspected until the 
patient complained of pain in the hips. An x-ray 
was made showing a general osteitis deformans. 


Case 4—The patient was sent in from the Clinic 
for failing vision. There was a question of opera- 
tion. An x-ray showed Paget’s disease involving 
skull, legs and _ pelvis. 


Case 5—Cystitis and atony of bladder were com- 
plained of. Paget’s disease was found when a cysto- 
gram of the bladder was made. 


Case 6.—E. L., white, English, housewife, 55 years 
old, was seen in the Orthopedic Clinic May 10, 1916. 
The diagnosis was syphilis of bone. She had had 
“rheumatism” in the legs for three months. Both legs 
were swollen below knees. 

X-ray showed the right tibia and fibula involved 
with what appeared to be syphilitic periostitis. 

The Wassermann was negative. The patient was 
seen only three times. The Eye Clinic at the same 
date noted that the left eye appeared more prominent. 
On November 9, 1917, the patient came to the Ear 
Clinic for tinitus, following a cold. She heard a little 


TABLE IV 





Ages 
Decade Positive | Ques’able | Total 

Ho. Cl Ho. | Chk 
10-19 . 1 1 
20-29 . l 1 
30-39 . 3 1 1 1 9 
40-49 . 3 3 2 2 10 
50-59 9 5 1 15 
60-69 _.. 3 2 3 1 9 
70-79 1 ; 





Age not given in three cases. 
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Fig. 3, Case 9 
Taken June 15, 1918. 


better with the left ear. On September 30, 1924, 
she was in the Gynecological Clinic complaining of a 
pain in the back. She also had tenderness over the 
bladder. A diagnosis of cystitis was made and she 
was referred to the Genito Urinary Clinic. On January 
19, 1925, she turned up in the Eye Clinic with a diag- 
nosis of exophthalmos (left), myopia and_ presbyopia. 
She was referred to nose and throat clinic to ascertain 
the cause of the exophthalmos. The Nose Clinic sus- 
pected bilateral ethmoiditis and sent her for an x-ray 
with the idea of an operation. 

An x-ray diagnosis of Paget’s disease with oblitera- 
tion of the maxillary antrum was made. X-rays 
showed a generalized Paget's. 

It is possible that if the orthopedist or the X-ray 
Department had been looking for Paget’s in 1916 they 
would have made a diagnosis then. 


TABLE V 
Admissions per Year 





Year Positive | Ques’able | Total 
Ho. Cl Ho. ee 
1912 1 1 
1915 1 1 
1916 1 1 1 ee: 
1917 1 1 1 3 
1918 2 1 4 4 
1919 1 1 1 3 6 
1920 2 1 3 
1921 1 1 2 
1922 4 2 1 f 
1923 1 2 1 4 
1924 1 1 1 4 6 
1925 1 1 2 
1926 1 1 : 4 3 
1927 1 1 2 
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TABLE VI 
Medical Diagnoses of Positive Paget’s Cases 





Tumor of brain, cerebellum. 
Neuralgia of 5th cranial nerve. 
Syphilis, diabetes. 

Path. Fracture of femur. 

Syphilis of cerebrospinal meninges. 
Fracture of humerus. 

Syphilis, epithelioma of face. 
Encephalitis acute. 

Osteitis deformans. 

Osteitis deformans. 

Early paraplegia. 

Chronic brenchitis. 

Carcinoma of prostate. 

Paget’s disease, cesarean section. 
Failing vision. 

Fracture of femur. 

Fracture of tibia and fibula, pathologic. 
Periostitis acute of tibia. 

Osteitis deformans. 

Syphilis of bone. 

Osteo-arthritis cf knee. 

Bursitis, subdeltoid. 

Senile vaginitis, stiffness of Knees. 
Hypertrophic arthritis. 

Arthritis of hip. 

Syphilis, late. 

Sciatic neuritis. 

Osteo-myelitis. 

Coxa vara, Paget’s disease. 
Osteo-arthritis. 

Arthritis of hip. 








Two dates not given. 


Case 7—M. G., a white, American housewife, 44 
years old, entered Barnes Hospital December 21, 1916. 
The diagnosis of her case was tumor of the brain and 
cerebellum. Her complaint was defective hearing for 
nine months, and headaches. The history was unimpor- 
tant except that her hearing was growing progressively 
less acute. There was buzzing in the ears. In July, she 
developed pain in the occipital and frontal regions, 
which lasted a month or two. She had some temporary 
difficulty in walking. 

The only’ important note in the physical examination 
was that she had “more or less of a square head.” 

An eye examination suggested beginning choked 
discs, neurological examination showed nothing definite. 
The Wassermann was negative. 

A diagnosis of questionable brain tumor was made. 
There were no symptoms to localize it. She was dis- 
charged to return for operation but did not return. 

An x-ray note at the time says that the peculiar 
mottled appearance of the skull indicates the possi- 
bility of syphilitic osteitis. There was no note or 


suggestion of Paget’s disease in the history or the 
X-ray report. 
Later, in going over the old x-rays, Dr. Moore 


found this plate which was a typical Paget’s. 


Case 8—S. M. (Figs. 1-2), a white, divorced Ameri- 
can housewife, 58 years old, entered Barnes Hospital 
February 24, 1920. 

The diagnosis was syphilis, epithelioma, pyorrhea 
alveolaris, and chronic interstitial nephritis. 

Her complaint was that she was nervous, and had 
pain in the left half of her tongue and body. She 
had “rheumatism” in the right knee when twenty-four. 
She became nervous four years before, had grown 
worse, and her tongue burned. She worried a great 
deal about her tongue. She had a sore on the right 
side of her face, which was not painful. She had lost 
weight. The impression was of a psychosis. 

Physical examination showed an epithelioma below 
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Case 9.—F. S. (Fig. 3), a man of 
47, married, white, American, a boiler 
maker, entered the Surgical Clinic June 
14, 1918. The diagnosis was syphilis of 
the skin. He complained of a sore on 
the left leg below the knee. He had 
trouble with his back three months be- 
fore, which became better. He denied 
all venereal disease. 

He “skinned” his leg two years be- 
fore. Four or five months later a swell- 
ing appeared on the lateral side of the 
dorsum of the foot below the external 
malleolus. It healed. About eleven 
months after the injury a painful swell- 
ing appeared on the anterior surface 
of the leg, which later discharged pus. 
He was given anti-syphilitic treatment. 
The leg swelled more in the day and 
went down at night. It was not pain- 
ful. 

Physical examination showed a fusi- 
form swelling on the anterior surface 
of the left leg, over the tibia, not ten- 
der. There was a dark purple ulcer on 
the upper third of the tibia. The Was- 
sermann was negative. 

An x-ray taken the day after enter- 
ing gave the diagnosis of Paget’s dis- 
rase. 

An independent diagnosis of syphilis 
was made, and the patient was referred 
to the Skin Clinic for treatment. Eight 
Wassermanns, including a spinal fluid, 
were all negative. The patient was 
given intensive treatment for syphilis. 

No mention was made of Paget’s dis- 
ease and in spite of the x-ray diagnosis 











Fig. 4, Case 10 
Shows Paget’s disease with pathological fracture. - ‘ 7 A : 
one of the later pictures taken April 18, 1925, and shows some 77, white, married, an American farmer, 


beginning callous formation. 


the zygoma. The clavicles were prominent, the 
right more than the left. The neck was painful over 
the cervical vertebrae. There was no limitation of 
motion. There was a spindle-shaped enlargement of 
the left tibia. The bone was irregular to touch, 
tender, warmer than the right and more shiney. The 
left leg was larg.r than the right. The brachial, radial 
and temporal arteries were palpable and thick, the 
knee jerks increased, and she had saber shin. 

Neurologists attributed her symptoms to general 
arterial changes. Dermatologists diagnosed syphilis 
of the tongue and advised treatment. 

Two Wassermanns in the house were negative. She 
was reported to have had a two-plus Wassermann in 
the Clinic in 1917, 

An x-ray taken two days after admission showed 
Paget’s disease of the left tibia with slight involve- 
ment of the left humerus and skull. 

The patient complained mainly of her tongue. She 
was given arsphenamin and _ other treatment for 
syphilis. 

No mention was made in the history of Paget’s dis- 
ease and no notice was taken of it except to give 
measurements of her legs. 


This picture is 


and negative Wassermanns no attention 
was paid to it. 


Case 10—M. C. (Fig. 4), a man of 


entered Barnes Hospital March 22, 1925. 
The diagnosis was pathological fracture 
of the tibia and fibula and osteitis deformans. 

Forty-eight hours before entrance the patient was 
walking rapidly in his barn, stumbled and fractured 
his leg. An x-ray taken at the time of entrance showed 
a fracture of both bones of the leg, bowing of the tibia 
and definite Paget’s disease. 

The patient’s family and past histories were unim. 
portant except that a wagon had run over his leg three 
years before. There was no fracture. Since that time, 
however, his leg had been getting larger and bowing. 
His hearing and eyesight were good. He had had dizzy 
spells for the preceding twenty years. He had had 
lumbar backache at frequent intervals. He had been 
wearing a larger hat in the preceding four or five 
months. 

The patient’s stay in the hospital was uneventful. 
The fracture healed with good function and firm 
union. 


I have tried to show in this paper that 
Paget’s disease is probably more common than 
is suspected; that the average physician is not 
locking for it. In many cases the x-ray diag- 
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nosis is disregarded, as the disease is consid- 
ered of only academic interest. Osteitis de- 
formans is important, however, because it may 
be confused with syphilis, arthritis, osteomye- 
litis, and especially with brain conditions. 
Failure to diagnose it may lead to needless 
operations. We should be on the lookout for 
Paget’s disease and make a more careful study 
of x-rays. When a case seems to suggest 
Paget’s we should make a complete set of skele- 
tal pictures. 

I wish to express my appreciation of the 
assistance that Dr. Sherwood Moore, of the 
X-ray Department of Washington University 
Medical School has given me in preparing this 
paper. 
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DISCUSSION (Abstract) 

Dr. Robert W. Johnson, Baltimore, Md.—There is 
nothing about territorial conditions to make this dis- 
ease more common. Dr. O’Reilly’s paper shows that 
we are probably overlooking a large percentage of the 
early cases of Paget’s which, from the point of view 
of study, are the most important ones. 

The full blown case of Paget’s disease is self-evident 
and does not challenge our diagnostic abilities. The 
changes are so marked that there is nothing to be 
gained from the study of it. Whereas, the cases that 
Dr. O'Reilly has been able to get in the early stages 
represent a problem of difficult differential diagnosis. 
In the selected cases which he read to us, the diagnosis 
ranged from brain tumor to syphilis, and so forth. 
The early cases offer us a chance to study progressive 
changes in the course of the disease, from which we 
may get some inkling as to the causation. 


Dr. Fred G. Hodgson, Atlanta, Ga—I called upon a 
man who does most of the x-ray work in Atlanta to 
see how many cases he had of Paget’s disease, and I 
found he had only two cases. I called upon another 
x-ray man who works at a_ different hospital and 
he could show me only one definite case; so we are 
evidently overlooking these cases in Atlanta. I am sure 
they must be there. One trouble is that when we 
examine an x-ray plate we do not look at the whole 
picture, as we have already made up our minds what 
we are going to look for. 


Dr. O'Reilly (closing)—I have not tried to add 
anything to the knowledge of Paget’s disease, but I 
do wish to impress upon you the fact that probably 
the condition is more common than we imagined. 

Dr. Sherwood Moore of the X-Ray Department, of 
Washington University, is very much interested in this 
disease and he is on the lookout for it, and the whole 
X-Ray Department is on the lookout in the same way. 
Of course, the practical point of that is that we shall 
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be able to get the cases, and to make a more exten- 
sive study and find out something about the path- 
ology and treatment. 

All of these cases that I have reported and all the 
others were seen by the department of medicine, many 
by medicine and surgery, and I have taken the reports 
just from the histories. I am giving them to show 
exactly what the medical men thought of Paget’s. 
They did not even mention it when they had a won- 
derful opportunity to do research work on the dis- 
ease. 





SACRO-ILIAC DISPLACEMENTS* 


By Frep G. Hopcson, M.D., 
Atlanta, Ga. 


There seem to be so many opinions as to what 
this condition is, and how it affects the patient, 
that I feel justified in reporting four cases of 
definite sacro-iliac displacement. 

We are constantly seeing patients who com- 
plain of pain in the sacro-iliac region, with pain 
referred down the sciatic nerve. The spine may 
be deviated to one side, and there is _ limited 
straight leg raising. They are often called sacro- 
iliac dislocations, or relaxations, subluxations, 
or strains. Many of them have a serious dis- 
ability and are often incapacitated for long 
periods. Some of them are industrial cases and 
appear before compensation commissions or law 
courts. We are called upon to treat them, and 
to swear as to their condition and the amount 
of disability, 

Since there is a variety of ideas as to the 
causation and treatment of this disability, any- 
thing which may tend to throw light on the sub- 
ject is worth reporting. 

Much good work has been done upon the anat- 
omy of the sacro-iliac joints, upon the anatomic 
variations which occur in the lower spine, upon 
the body mechanics, and posture in relation to 
muscular and ligamentous strain in this region. 
Also the cases have been classified, and methods 
of differential diagnosis have been described. In 
spite of all this there is still a wide difference of 
opinion about these cases. 

An article in the November issue of Surgery, 
Gynecology and Obstetrics says that the “path- 
ological process consists of a definite displace- 
ment forward of the ilium from the sacrum at 
the upper part of the joint.” The method of 
treatment, which the author claims as original, 
is described as follows: 





*Read in Section on Bone and Joint Surgery, South- 
ern Medical Association, Twenty-First Annual Meet- 
ing, Memphis, Tennessee, November 14-17, 1927. 
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Fig. 1, Case 1. 


Displacement of sacro-iliac joint and fracture 
of femur. 


The patient is placed on the table, face downward, 
his weight being supported by the elbows and abdomen 
and his hands grasping the edge of the table securely. 
The surgeon while standing on a box near the feet of the 
patient, firmly grasps his ankles and lifts his body 
clear of the table, the body being supported above by 
the elbows alone. It is held in this manner for several 
minutes, with the legs in abduction, strong steady trac- 
tion being made on the affected leg, while an assist- 
ant makes firm pressure over the sacrum. The body 
should be lifted up and down while the traction is 
being made. The author claims, “there is no single 
manipulation in surgery that gives more immediately 
spectacular results.” 

Of 65 acute cases treated by this manipulation, 
strapping, and rest in bed one week, relief was 
obtained in 65 cases, complete, permanent relief in 50 
cases. 


While this manipulation is done by hyper- 
extension of the spine with the patient prone and 
no anesthesia, many other men including our 
ex-president Dr. W. S. Baer recommend hyper- 
flexion of the straight leg with patient supine and 
under full anesthesia. Dr. Robert B. Osgood, 
than whom there is no better authority, has 
recently reported some cases of sciatic scoliosis, 
which would be included in this discussion, which 
were entirely relieved without any manipula- 


SOUTHERN MEDICAL JOURNAL 821 


tion, but by a thorough cleaning of the intestinal 
canal, abdominal massage, rest and posture. 


I will report in brief four cases of real sacro- 
iliac displacement. ‘They were all due to auto- 
mobile accidents and associated with other pel- 
vic lesions. 


Case 1—L. F., a woman of 32, was riding in an 
automobile when it collided with a much larger car. 
She was thrown out and sustained injuries about the 
right thigh and pelvis. She was taken in an ambulance 
to the hospital. X-rays showed a comminuted frac- 
ture of the upper third of the right femur, fracture of 
the right ilium and marked displacement posteriorly of 
the ilium upon the sacrum. She was treated by ice- 
tong traction to the femur and suspension. No effort 
was made to reduce the sacro-iliac displacement. She 
was in a condition of profound shock. All apparatus 
was removed in 9 weeks. She was in bed 2 weeks 
longer. Gradually she was allowed up and was walk- 
ing with crutches at the end of the twelfth week. 
She was last seen nine months after the injury. She 
walks with a cane, and has a slight limp due to the 
fractured femur. She complains of no disability in the 
back and has no sciatic pain. X-ray shows that the 
sacro-iliac displacement still persists and the posterior- 
superior spine of the ilium can be felt and seen project- 
ing backward about one inch further than on the nor- 
mal side. 


Case 2—J. W. K., a boy of 16, was knocked down 
by a truck, the wheels of which ran over his lower 
abdomen. He was unable to get up or stand when 
helped. He was taken to the hospital. There was 
much pain over the sacro-iliac region, and over the 
anterior pelvis and lower abdomen. There was no 
hematuria. X-ray showed fracture of the left ischium 
and pubic bones, wide separation of the symphysis 
pubis and marked posterior displacement of the left 
ilium at the sacro-iliac joint. No effort at reduction 
was made except that a 3 inch band of adhesive was 
placed about the pelvis just above great trochanters. 
He was kept flat on his back for nine weeks. When 
he was gradually allowed up and then to walk. X-ray 
now shows the fractures to be healed. The displace- 
ment of the sacro-iliac joint persists. There is a dis- 
tinct prominence felt at the left sacro-iliac joint due 
to the posterior displacement of the ilium. Three 
months after the injury he has no disability. He has 
complained of no low back pain or sciatica. 


Case 3—Mrs. T. S., age 29, April 29, 1927, was in 
an automobile collision. She was thrown out and 
thinks a wheel passed over her pelvis. The pubic arch 
was fractured on both sides of the symphysis. The 
left side was compounded through the perineum. There 
was marked displacement of the bones and a distinct 
displacement of the left sacro-iliac joint shown in the 
radiogram and easily palpated. The wound was cleansed 
and sutured, and an attempt was made to reduce the 
fractures and displacement. The pelvis was suspended 
in a hammock, both legs were suspended and traction 
applied. She was in profound shock. There was no 
hematuria. Adhesive strapping, followed by a corset 
belt was used. She was kept in bed for 12 weeks. She 
gradually assumed the erect position. She used 
crutches and then a cane. Six months after injury she 
has no backache or sciatica. 
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correction of faulty posture and muscular relax- 
ation. 

Low back pain with or without referred nerve 
pains may have a variety of causes. Every case 
must be carefully studied, and the treatment 
instituted which best suits the individual case. 
Jumping to the conclusion, or giving testimony 
that all these cases are due to sacro-iliac dis- 
placement can only bring discredit to our pro- 
fession. 





DISCUSSION (Abstract) 


Dr. E. Laurence Scott, Birmingham, Ala.—There are 
probably as many means and as many methods of diag- 
nosis of dislocation of the sacro-iliac joint, and as many 
methods of treatment as we have men here today. 


Dr. Hodgson brought these cases before us to show 
us that a patient can have dislocation of the sacro- 
iliac joint with remarkable recovery. Before our Sec- 
tion yesterday and today we have been confronted 
with the possibility of the compensation law and the 
legal profession, and I feel that our discussion here 
today, should be as to how we shall estimate the 
amount of trouble the man has. 


Dr. Henry G. Hill, Memphis, Tenn.—Diagnosis as 
well as treatment of sacro-iliac injuries is not always 
satisfactory. General surgeons are frequently inclined 
to criticise the orthopedist for his management of 
these cases. The diagnosis may be questioned, and 
opinions as to the period of disability, as well as per- 
centage, as a rule vary widely. We as bone and joint 
surgeons must be very thorough and careful in our 
examinations, trying not to overlook underlying path- 
ological conditions which might produce symptoms 
similar to those following sacro-iliac injuries. An 
individual with a fibroid tumor of the uterus might 
sustain a low back injury; to discover the tumor, or 
possibly have some one else find it, after six or eight 
months treatment might be embarrassing. 

As Dr. Scott has said, the type cases that Dr. 
Hodgson presented are more satisfactory, as the findings 
were definite and positive. 

Some years ago while in Liverpool, I saw Sir Robert 
Jones do some manipulations, such as the essayist has 
mentioned. He felt at that time that his results war- 
ranted the procedure. 


Dr. Robert W. Johnson, Baltimore, Md.—I am con- 
fident that I have one of those mild sacro-iliac strains 
myself, and there is, unquestionably, a_ sacro-sciatic 
subluxation or strain, which is quite different from 
the cases Dr. Hodgson has shown us, and is trouble- 
some because the patient is not willing to undergo 
thorough treatment. 


These cases of Dr. Hodgson with the gross displace- 
ment of the sacro-iliac joint, have been treated thor- 
oughly. They have had a gross lesion which is per- 
fectly demonstrable, they have been thoroughly im- 
mobilized, and that gross lesion has been allowed to 
heal. 

The trouble with most of the lesser  sacro-iliac 
Strains is that we fool with them. We are not radical 
enough in our period of rest and immobilization. If 
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you are going to treat a dislocated sacro-iliac joint 
properly, either do nothing or do much. I am not 
advocating operation. In fact, I have never operated. 
But if you do treat these cases, they should cooperate 
with you. Do not just wrap them up or put casts on 
them and let them get around, but precede your treat- 
ment with a thorough manipulation in a strain case 
of any duration, followed by ten days in a cast and 
three weeks before weight bearing. 

Even in the acute case, give it a sufficiently long 
period of strapping and rest before allowing the trans- 
mission of weight through the affected joint. 


Dr. A. E. Chace, Texarkana, Ark.—In railroad work 
we see many of these cases in court. If we carefully 
investigate them, we find in almost all cases that they 
do not have it. 


Dr. Robert W. Johnson, Baltimore, Md—May I ask 
Dr. Hodgson in his closing remarks to tell us what 
he thinks about cases of arthritis plus trauma. Many 
an arthritic case has been traumatized, and that seems 
to be frequently a troublesome affair, particularly in 
industrial cases. A man who has an osteo-arthritis can 
be slightly injured, and unquestionably a far worse 
condition results than if you injure a normal spine or 
sacro-iliac joint. 

Dr. Hodgson (closing).—Whether we manipulate, or 
whether we do not, we should give these cases a thor- 
ough examination. 

I wish to protest against the claim that one type of 
manipulation will produce marvelous results. It looks 
too much like a chiropractic treatment. Many cases 
have been operated upon by various methods of arthro- 
desis. Perhaps if some of these could be kept in bed 
long enough, the operation might not be necessary. 

Arthritic cases, which are traumatized offer a very 
complicated problem. An old patient with a chronic 
arthritis, which is not giving much trouble, may slip 
on the carpet. The least bit of trauma will start back- 
ache. A pathological condition which has existed before, 
combined with the trauma, starts them down hill. They 
begin thinking about themselves, lying in bed, and they 
never feel like going back to work. They are com- 
pletely disabled. The trauma is the starting point of 
their down-hill course. Just how much those patients 
should be compensated, I am unable to say. 


OPERATIVE LENGTHENING OF THE 
FEMUR**+ 


By L. C. Assortt, M.D., 
and 


C. H. Creco, M.D., 
St. Louis, Mo. 


Three years ago at the Shriners’ Hospital for 
Crippled Children, St. Louis, we devised a 
method for the operative lengthening of the 
tibia and fibula. A description of this method, 


*Read in Section on Bone and Joint Surgery, South- 
ern Medical Association, Twenty-First Annual Meet- 
ing, Memphis, Tennessee, November 14-17, 1927. 

+From the Shriners’ Hospital for Crippled Children. 
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Fig. 1. Component parts of femur apparatus, A—Metal tube with 





plied directly to that bone. Fur- 
thermore, in order to overcome the 
elastic resistance of the soft parts, 
the traction must be gradual and 
continuous in type. Again, to pre- 
vent injury to important structures 
and to insure early and firm 
union, the fragments must be 
maintained in accurate contact and 
alignment during the lengthening 
process. These conditions can be 
fulfilled by passing steel pins 
through the upper and lower frag- 
ments and attaching to them on 
both sides of the limb two screw 
extension pieces. The traction 
applied through these screw exten- 
sion pieces not only provides a cer- 
tain and effective method of gain- 
ing length, but in addition pre- 
vents lateral displacement of the 
fragments. The tilting of the 
fragments in the antero-posterior 
plane is prevented by a special ad- 
justable splint and turnbuckles. 
In our first case of femur 
lengthening we attempted to use 
traction on one side of the limb 
in the manner advocated by Putti.” 
In our hands the method failed: 
first, because the pins were not 
secure; and, second, because we 
were unable to control the posi- 
tion of the fragments. The im- 
mediate application of the above 





movable flange. B—Steel coil spring. C—Metal red with fixed principles, that is, traction applied 


flange. D-—Assembled screw extension piece. 
F—Knee flexion piece with turnbuckles F1. 


E-—Base_ splint. A, ° . 
G_Foot piece. to both sides of the limb with spe- 


H—Turnbuckles for lower pin ends. I—Fixed supports for upper cial stabilizing apparatus to con- 


pin ends. J—Support for suspending upper end of apparatus to 
overhead frame. K—Support fer posterior aspect of thigh. 
1 


with the results obtained in the first six cases 
operated upon, was published in a previous arti- 
cle. Up to the present we have employed the 
method in 18 cases and, in addition, have de- 
veloped a procedure for the operative lengthen- 
ing of the femur. This latter procedure has 
been used eight times, thus bringing our total 
to 26 cases in which the bones of the lower 
extremity have been lengthened. In this article 
we shall describe only our method for operative 
lengthening of the femur, 

As in lengthening of the tibia and fibula, the 
operation on the femur is based on the funda- 
mental principle that after osteotomy of the 
bone, traction, to be most effective, must be ap- 


trol the fragments, gave a very 
satisfactory result. 

The details of our method for femur length- 
ening can best be described under the following 
headings: (1) the apparatus; (2) the operation 
and application of the apparatus; and (3) the 
post-operative lengthening. 

(1) The Apparatus ——The component parts of 
the apparatus are two steel drills, two screw 
extension pieces, one base splint, one knee flex- 
ion piece with two turnbuckles, two turnbuckles 
for the lower pin, two right angle solid sup- 
ports for the upper pin and one footpiece. 

The drills are made from 3/16 inch steel 
drill rod stock. Each drill is 10 inches in 
length and is made with a very sharp point on 
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from the level of the knee 
to 4 inches below the heel, 
and the width of the 
closed end is only 4 
inches. To the upper end 
of each lateral bar of the 
knee flexion piece one end 
of a turnbuckle is at- 
tached in such a manner 
as to form a hinge joint. 
The lower end of each 
turnbuckle is welded to 
a short metal cylinder, 
which slides over the lat- 
eral arm of the base 
splint. There are two 
turnbuckles for the lower 








Fig. 2. 


one end, while the opposite end is squared off 
to fit in a drill chuck. These drills differ from 
the ordinary Steinman pin in that they can be 
readily turned through the cortical bone with- 
out preliminary drilling. The elimination of 
preliminary drilling has three distinct points of 
advantage: the actual operating time is de- 
creased, trauma to tissue is minimized and the 
risk of infection is proportionately diminished. 


The screw extension pieces consist of telescop- 
ing tubes, the ends of which fit over the project- 
ing pins. Each has a fixed and movable flange 
between which is mounted a steel coil spring. 
By tightening the movable flange the spring im- 
pinges on the fixed flange, thereby increasing 
the length of the telescoping tube. As the tele- 
scoping tube increases in length, the pins to 
which it is attached spread apart, producing a 
corresponding separation of the fragments and 
therefore an actual increase in the length of the 
bone. 


In addition, the screw extension pieces con- 
trol lateral deviation of the fragments. They do 
not, however, prevent their displacement in an 
anteroposterior direction. This displacement is 
prevented by a splint and turnbuckles. 


The base splint consists of a long iron rod bent 
in the form of a letter U. The arms of the U 
are made 16 inches longer than the distance 
from the trochanter to the heel. The closed or 
lower end of the splint is 6 inches in width 
(Fig. 1). 

The knee flexion piece is of the same shape 
as the base splint, but the lateral bars extend 


Femur splint assembled on patient. 


pin. Each has metal cyl- 
inders welded to its up- 
per and lower ends. The upper cylinder fits over 
the pin end, while the lower cylinder slides over 
the lateral arm of the base splint. Two right an- 
gle supports for the upper pin have holes bored 
in one end of sufficient size to slide easily over 
the pin ends. Metal cylinders are welded to the 
opposite ends. These cylinders also contain 
thumb screws to hold them in place on the lat- 
eral bars of the base splint (Figs. 1 and 2). The 
manner of applying the apparatus will be de- 
scribed below. 

(2) The Operation and the Application of the 
Apparatus.—The various steps of the operation 
should be carried out in the following order: 

(1) The insertion of the pins. 

(2) Osteotomy of the femur. 

(3) The application of 
pieces, 

(4) The application of the splint. 

The technic of inserting the pins is much the 
same as that employed in the operative length- 
ening of the tibia and fibula. The lower pin is 
inserted horizontally through a stab incision 1 
inch above the lower femoral epiphysis. The up- 
per pin, however, should not be inserted through 
a stab incision because of the danger of in- 
juring the femoral and profunda vessels. An 
incision is therefore made on the upper inner 
thigh, exposing the inner border of the adductor 
longus muscle. The fascia overlying this muscle 
istraced forward and inward until the fem- 
oral vessels can be seen lying in the angle be- 
tween this muscle and the inner surface of the 
femur. These are retracted forward. The pin 


screw extension 
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Fig. 3, Case 4. Befcre and after femur lengthen- 
ing. A gain of two and a half inches was se- 
cured. Lower extremities are now the same 
length. 


is then passed through the substance of the ad- 
ductor longus muscle, turned through the bone 
and then through a counter incision on the lat- 
eral aspect of the thigh. The pin passes 
through the bone about 1 inch below the level 
of the lesser trochanter. , Dressings are then ap- 
plied about the ends of the pins. 

The femur is exposed through an incision on 
the posterolateral aspect of the thigh with sepa- 
ration of the vastus lateralis and biceps muscles. 
The periosteum is incised longitudinally and 
elevated about the entire circumference of the 
bone for a distance of 5 inches. Special re- 
tractors are inserted to surround the bone com- 
pletely throughout the entire length of the in- 
cision. With a motor saw and osteotome a 
Z-shaped osteotomy of the femur is carried out. 
The deep fascia, iliotibial band and biceps ten- 
don are then sectioned obliquely. This latter 
procedure diminishes very considerably the re- 
sistance of the soft parts when the lengthening 
process is carried out. The fragments are now 


October 1928 


held in place by bone clamps, while the screw 
extension pieces are applied to the projecting 
pins. A drain is inserted at the upper angle 
of the wound and closure is completed with cat- 
gut and silk. 


The two right angle supports are now placed 
on the upper pins, while the two free turn- 
buckles are passed over the projecting ends of 
the lower pins. The knee flexion piece is ap- 
plied to the base splint. The lateral arms of 
the base splint are passed through the metal cyl- 
inders on the lower ends of the turnbuckles at- 
tached to the lower pins and then through the 
metal cylinders of the right angle supports at- 
tached to the upper pins. The knee flexion 
piece is adjusted by means of its turnbuckles to 
fit snugly under the bend of the knee. Four- 
inch canton flannel strips are slung from the 
lateral bars of the knee flexion piece to give sup- 
port to the leg. The foot is supported by 
means of adhesive tape attached to the wire 
footpiece. 

In bed the distal end of the supporting splint 
is attached to an overhead bed frame and the 
knee flexion piece is suspended with the knee 
in about 5 degrees flexion. A Steinman stirrup 
is fastened to the projecting ends of the upper 
pin and then suspended from the overhead 
frame with just enough counter weight to estab- 
lish balance (Fig. 2). 


(3) The Post-operative Lengthening —By far 
the most important and difficult part of the en- 
tire procedure is the post-operative care of the 
patient during the lengthening process. Suc- 
cess depends almost entirely upon keeping the 
fragments in accurate alignment during the 
gradual stretching of the soft parts. 

The first day the dressings are removed from 
the anterior surface of the thigh under strict 
aseptic precautions in order to ascertain that 
the fragments are not causing harmful pres- 
sure against the soft parts and skin. The 
drain is removed in forty-eight hours. When 
the swelling has disappeared, usually the 
fifth or sixth day after operation, the 
movable flanges on the screw extension 
pieces are turned an equal number of 
times on the two sides. Usually six to eight com- 
plete turns are enough for the first day of length- 
ening. Then the distance between the pin ends 
on each side is accurately measured and_ re- 
corded. This procedure is carried out daily until 
the desired amount of lengthening is secured. 











Vol. XXI No. 10 


eo 





ls 





ce _ 


SOUTHERN MEDICAL JOURNAL 






827 


An average time of four weeks 
is required to gain 2.5 inches. The 
pins are removed and a cast ap- 
plied in about ten to twelve weeks. 
Protective weight-bearing is al- 
lowed in five months and full 
weight-bearing in about seven to 
eight months. 


DISCUSSION 


The operation has been carried 
out upon eight femora. The old- 
est child was 16 and the youngest 
10. In all cases the shortening 
was due to either infantile pa- 
ralysis or tuberculosis of the hip 
or knee. The greatest length se- 
cured was 3.5 inches, the least 1.5 
inches. 

There have been no infections 
and all wounds for exposure of the 
femur have healed by first inten- 
tion. The wounds caused by the 
pins have also healed promptly in 
the majority of cases. In some, 
due to failure to pull the skin to- 
ward the middle of the thigh when 
the stab incisions were made, there 








Fig. 4, Case 4. 


The average daily gain is 1 inch and the entire 
time of traction extends over a period of four to 
five weeks. 

With the actual increase in the length of the 
leg the fragments are almost certain to tilt for- 
ward, and, if not carefully guarded against, 
harmful pressure against the soft parts may oc- 
cur and separation of the fragments may cause 
delay in union. This forward bowing is caused 
almost entirely by the bow string action of the 
hamstring muscles. It can be readily prevented 
by adjusting the knee flexion piece so as to hold 
the knee and leg in forced extension. With ex- 
tension of the knee the upper end of the lower 
fragment is levered downward with the lower 
pin acting as a fulcrum. This is one of the 
more important adjustments for control of the 
fragments secured by the movable knee fiexion 
piece and the turnbuckles attached to the lower 
pin, 

With each daily stretching of the leg radio- 
grams are taken at weekly intervals to provide a 
check on the measurements between pia ends and 
on the position of the fragments. 


Antero-posterior x-ray ten months after Operation. 


has been some sloughing of the 
skin, requiring considerable time 
to heal. In these cases there has been no evi- 
dence of bone infection and the wounds have 
healed with movable scars. In one case (Case 6) 
there has been a persistent sinus at the lower 
pin wound on the inner surface of the femur. 
The radiograms show that this pin was passed 
through cancellous bone and that the force ex- 
erted during traction caused a very definite pres- 
sure necrosis. The wound is now healed except 
for a small granulating area which has to epi- 
thelialize. This should be a warning, however, 
not to apply the pins through cancellous bone. 

Solid union has taken place in four to five 
months. All splints have been discarded, ex- 
cept where necessary for extensive paralysis of 
the leg, in about six to eight months, 

An interesting observation has been noted 
regarding the rate of growth of the affected ex- 
tremity after lengthening. In cases where either 
the bones of the thigh or leg were lengthened 
and have been observed over a period of a year 
or more following operation, the rate of growth 
of the affected side has been the same as the 
rate of growth of the normal side. In other 
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vember 6, 1925, because of deformities 











Fig. 5, Case 4. 


words, the gain in length of the two sides has 
remained equal, and in some cases the increase 
in height has been as much as four to five inches. 
Our observations have not been carried out in 
a sufficiently large group of cases nor over the 
length of time required to warrant final conclu- 
sions. It would seem, however, that the better 
function secured by lengthening of the short 
leg would increase the rate of growth and would 
therefore prevent any further shortening. This 
certainly has been true in the cases observed over 
the one-, two-, and three-year periods. 


CASE REPORTS 


Case 1—W. H., a male, aged thirteen, was admitted 
to the Shriners’ Hospital for Crippled Children on No- 





Lateral x-ray ten months after operation. 


resulting from infantile paralysis. 

The left lower extremity was almost 
entirely flail. There was moderate flex- 
ion contracture of the left hip, 20 de- 
grees flexion of the left knee and 2% 
inches shortening, 134 inches of which 
was in the femur. 

November 13, 1925, to January 6, 
1926, wedging plasters were used to cor- 
rect knee flexion. 

On January 18, 1926, the femur 
lengthening operation was done as fol- 
lows: a stab incision was made per- 
pendicular to the greater trochanter and 
a Steinman pin was turned through the 
outer cortex of the femur and made to 
engage in the inner cortex. A second 
pin was turned through the lower end 
of the femur just above the adductor 
tubercle. The femur was then exposed 
through an anterolateral incision. The 
periosteum was stripped from the entire 
circumference of the femur for a dis- 
tance of about five inches. A Z-shaped 
osteotomy of the femur was done with 
an osteotome. The wound was closed 
with catgut and silk and dressings were 
applied. A very crude modification of 
Putti’s femur lengthening apparatus was 
applied. 

January 26, 1926, when attempting 
to start the gradual lengthening process 
it was found that the upper pin would 
not remain in place. For this reason 
the patient was taken immediately to 
the operating room, where the original 
pin was removed and a second pin in- 
serted through the entire thickness of 
the femur so that traction could be ap- 
plied equally on each side of the thigh. 

February 8, after obtaining about one 
inch of lengthening, the patient be- 
came unruly, put his fingers under the 
dressings around the upper pin and 
tried to remove the extension appa- 
ratus. The upper pin was removed 
entirely and thirty pounds traction ap- 
plied to the lower pin, using an ordi- 
nary Thomas splint for counter traction. 

March 4, the lower pin was removed, the wound 
was clean, the x-ray showed 1.5 inches lengthening in 
the femur. Adhesive traction was applied to prevent 
any loss in length. 

March 25, the x-ray showed good callus. 
operation was done to stabilize the left foot. 

April 16, the patient was discharged wearing a long, 
solid plaster. 

June 1, the patient was re-admitted because of frac- 
ture of the left femur. This fracture was due to failure 
to include the entire femur and hip in the spica. The 
patient fell in such a way as to cause a strong leverage 
action at the upper femur just at the margin of the 
plaster. The fracture took place at this site entirely 
above the site of osteotomy. A 25-pound traction was 
applied and 0.5 inch additional length secured. 

August 28, the patient was allowed to walk with a 
caliper brace. The x-ray and clinical examination indi- 
cated solid union of the fragments. 
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Fig. 6, Case 5. Lateral x-ray taken on twenty- 
ninth day of traction. A gain of three inches 
is shown. 


Case 2—A. G., a girl, aged fourteen, had had infan- 
tile paralysis. There was three inches shortening, 134 
inches of which was in the femur. 

‘ July 26, 1926, the femur lengthening operation was 
one. 


August 1 to August 30, daily extension was employed 
with a gain in length of 2%4 inches. 


SOUTHERN MEDICAL JOURNAL 829 


September 1, the upper pin was removed. Ten 
pounds traction was applied to the lower pin. 

October 1, the lower pin was removed and solid 
plaster applied. 

December 10, the patient was discharged wearing a 
Thomas walking caliper. X-ray showed a gain of 2% 
inches with good callus formation. 

May 2, 1927, the patient re-entered the Hospital be- 
cause of a severe fall while wearing her brace. X-ray 
revealed a partial separation of the fragments at the 
site of osteotomy. Solid plaster spica was applied. 

July 20, protective weight-bearing with brace and 
crutches was allowed. There was good union at the 
site of fracture. 

August 24, there still remained only ™% inch differ- 
ence in the length of the lower extremities. A total 
gain of 2%4 inches had been obtained. 


Case 3.—F. W., a girl, aged twelve, had had infantile 
paralysis. She had 3% inches shortening, 2 inches of 
which was in the femur. 

July 19, 1926, operative lengthening of the right femur 
was undertaken. 

July 25 to August 25, daily tightening of the screw 
extension pieces was practiced. X-ray revealed 2% 
inches gain, but with considerable anterior bowing of 
the fragments. 

September 21, the upper pin was removed, the wound 
was clean. Traction was applied to the lower pin. 

October 1, the lower pin was removed. X-ray 
showed considerable callus, but the anterior bow still 
remained. The knee was flexed to 25 degrees because 
of tight hamstrings. Adhesive traction was applied to 
correct knee flexion. 

December 3, the x-ray showed 1% inches gain in 
length and good correction of the anterior bow. This 
loss of 1 to 1%4 inches was undoubtedly due to the bow 
string action of the hamstrings during the correction 
of the knee flexion and anterior bow of the femur. 

December 10, there was solid union. The patient 
was discharged home wearing a Thomas walking caliper. 
There was a gain of 1% inches in the length of the 
right femur. 

March 2, 1927, in an out-patient visit, the functional 
improvement as testified by the father was very striking 
and the gait was markedly improved despite the fact 
that there was still 1% inches shortening. 


Case 4—A. G., a boy of twelve, was admitted to the 
Hospital on August 27, 1926, because of deformities 
which had resulted from infantile paralysis. There was 
a flail right foot and 234 inches shortening of the right 
lower extremity, 134 inches in the femur and 1%4 inches 
in the tibia. 

August 30, 1926, Hoke stabilization of the right foot 
was done. 

November 18, the femur lengthening operation was 
undertaken. 

November 26 to December 25, there was gradual 
lengthening of the femur, with a gain of 2% inches. 
The fragments stayed in excellent alignment throughout 
the extension period. 

February 25, 1927, sufficient callus was present to 
remove the pins. The pin wounds were clean. 

April 1, the patient was allowed to walk with a 
caliper brace. 
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Fig. 7, Case 5. Antero-posterior x-ray after twenty- 
nine days of gradual extension. Gain three 
inches. 


April 22, he was discharged. The lower extremities 
were practically the same length. 

August 24, both lower extremities were the same 
length and both had increased 1 inch in length since 
the first examination (Figs. 3, 4 and 5). 


Case 5—J. K., a boy, aged ten, was admitted to the 
Hospital on November 16, 1926. 

The patient had 234 inches shortening of the right 
lower extremity. This was the result of an old de- 
structive process of the hip joint. 

November 22, 1926, operative 
femur was undertaken. 

November 30 to December 30, there was 3 inches 
gain in length by the usual daily extension (Figs. 6 
and 7). 

February 4, 1927, the gain was too much and the 
femur was allowed to shrink % inch. 


lengthening of the 
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March 9, both pins were out. 
clean and healing. 


April 8, there was sufficient callus to permit protec- 
tive weight-bearing with a caliper brace. The frag- 
ments were in excellent alignment. The patient was dis- 
charged. 

June 15, both lower extremities were the same length. 
There was solid union at the site of the osteotomy. 
The patient grew 1% inches and the lower extremities 
increased in length at the same rate. 


The pin wounds were 


Case 6.—E. W., a male, aged sixteen years, had a 
deformity of the left knee resulting from an infectious 
process nine years before. 

There was a right angle flexion deformity of the left 
knee. 

February 1, 1926, to June 15, 1926, was spent in 
correction of the knee flexion and excision of the 
knee joint. He was discharged wearing solid walking 
plaster and a 3% inch cork lift on the shoe. 

November 17, the patient was re-admitted. The re- 
sult of the knee excision was excellent. He had 4% to 
5 inches shortening. 

November 29, the femur lengthening operation was 
begun. 

December 6, 1926, to January 21, 1927, the daily 
stretching process was continued with a gain of 3% 
inches. 

February 25, 1927, the pins were out. There was 
no infection of the pin holes, but considerable slough 
around the upper outer hole and lower inner hole. 

June 21, firm union ensued. There was a gain of 
31% inches. The upper pin holes healed after extrusion 
of a small ring sequestrum. The lower pin holes were 
still discharging a small amount of serum. The patient 
was discharged wearing a brace. 

November 4, he made an out-patient visit. There 
still remained the same amount of gain, 314 inches. 
The patient walked remarkably well. He had just 
enough residual shortening to compensate for the anky- 
losed knee (Fig. 8). 


Case 7—A. M., a boy of fourteen, was admitted to 
the Hospital on February 9, 1927, with a residual short- 
ening of the right femur of 2% inches due to an old 
destructive process of the right hip joint following 
scarlet fever at the age of one year. At a previous 
entrance a marked flexion adduction deformity was cor- 
rected and an arthrodesis of the hip was done. The 
hip still had a slight amount of motion. 

February 28, 1927, the femur lengthening operation 
was performed. 

Between March 4, 1927, and March 31, a gain of 2% 
inches was obtained. The patient developed a severe 
acute rheumatic fever with marked involvement of the 
heart during the lengthening period. 

April 26, both pins were removed. The wounds were 
clean and slowly healing. The heart was still hyper- 
trophied and at times decompensated. 

August 9, after a prolonged convalescence from peri- 
carditis following acute rheumatic fever, the patient 
was discharged home wearing a caliper brace. Both 
lower extremities were equal in length and 2% inches 
gain had been secured. There was good union at the 
site of the osteotomy. 


Case 8—C. S., a boy, aged fifteen, was admitted to 
the Hospital on March 1, 1927, with 214 inches short- 
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Fig. 8, Case 6. Before and after femur lengthen- 
ing. Patient had stiff knee and five inches 
shortening. A gain of three and a half inches 
was obtained. The residual shortening is 
needed to compensate for the stiff knee. 


ening equally divided between the leg and thigh. The 
shortening was due to infantile paralysis. 

March 7, 1927, operative lengthening of the left femur 
was begun. i 

March 12 to March 28, there was daily tightening 
of the screw extension apparatus and 2% inches gain in 
length was secured. 

May 16, both pins were removed. The wounds were 
clean and _ healing. 

June 16, Hoke stabilization of the foot was done. 

September 2, he was discharged wearing a walking 
caliper brace. He had solid union at the site of the 
osteotomy. The fragments were in excellent alignment 
and a gain of 2% inches had been obtained. 


SUMMARY 


(1) Lengthening of the femur is a procedure 
which is of great value in cases where the major 
part of the shortening of a lower extremity is 
confined to this bone. 

(2) The fundamental principle of the pro- 
cedure is the application of traction and counter- 
traction directly to the bone. To avoid compli- 
cations and to promote early union, apposition 
of the fragments in good alignment during the 
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lengthening process is essential. This is best se- 
cured by applying traction on both sides of the 
leg by means of screw extension p'eces which 
are attached to pins passed througk the upper 
and lower ends of the shaft of the femur. Dis- 
placement in an antero-posterior direction is pre- 
vented by stabilizers which hold the drill pins 
in the same horizontal plane. 


(3) In this operation, because of multiple in- 
cisions, penetrating drill pin wounds and the 
wide opening of the medullary cavity of the 
femur, there is considerable danger of infection. 
This can be minimized by gentle handling of 
the tissues and by observing the most rigid asep- 
tic technic throughout the operation. 


(4) In the eight cases treated by this method 
the smallest gain in length was 1.5 inches; the 
largest 3.5 inches. The results have been 
highly satisfactory and with the experience ac- 
quired we believe that in the average case a 
gain of 2.5 inches should be secured without 
producing injury to the blood vessels or nerves. 

(5) We do not believe that the operation 
should become a routine procedure, but should 
be reserved for those who are actually in need 
of it; for those who cannot be relieved by more 
conservative measures. 
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DISCUSSION (Abstract) 


Dr. Rex L. Diveley, Kansas City, Mo.—Any criticism 
that I may offer of this method of lengthening limbs 
is not a criticism of Dr. Abbott’s work, but rather 
criticism of the method in our hands and of the method 
as a whole. Dr. Abbott and we started to lengthen 
limbs about the same time. We lengthened three limbs 
and quit. 

I have often complimented Dr. Abbott on his results 
and the ingenious apparatus which he has devised to 
overcome the buckling and the lateral swing of the 
fragments. With all the ingenuity in our clinic, we 
were unable to overcome the buckling and the side- 
swiping of the fragments and the delayed union which 
generally follows in these cases. 

There is much pain and discomfort to the patient, at 
any rate in the cases that we have had. This going in 
every day or two and tightening up your turnbuckles is 
very painful, not only at the time, but very painful 
over a length of time. 

Mechanically, I do not believe that lengthening of 
paralytic limbs, where the muscles are weakened, is a 
sound procedure. You are putting a strain on these 
paralytic muscles and expecting them to do even more 
than they were doing ‘before. 

Taking these points into consideration, we started to 
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shorten the opposite limb, which will give you, after 
all, the same result. This method is being used exten- 
sively on the continent at the present time. Lengthen- 
ing of limbs has been almost totally abandoned. They 
are shortening the limb of the opposite side to compen- 
sate for the shortening of the affected limb. 

We have shortened four limbs up to date, and I must 
say that all of the trouble and difficulties that we had 
in lengthening limbs have been overcome by the old, or, 
you might say, the newer method of shortening the 
other limb. 

The shortening is done in the middle third of the 
femur by a Z-shaped osteotomy. After the osteotomy, 
the two ends are shortened the required length. The 
bones are then fitted in place and held by bone screws. 
The incision is closed in the ordinary manner by 
layers and a plaster cast is applied. In eight weeks 
the patient is ready to be up and around in a walking 
caliper splint. 

With the lengthening method in eight weeks the pa- 
tient is ready to go into a plaster cast to anticipate the 
delayed union which you are going to get. 

As Dr. Abbott has said, weight-bearing is allowed at 
the end of three months. With the shortening method, 
you get a good callus formation and discard the brace 
at the end of three months. 

We much prefer shortening the opposite member. 


Dr. Crego (closing).—In answer to Dr. Diveley’s ques- 
tion regarding pain, these cases have more pain during 
the forty-eight hours immediately following operation 
than at any other time during the entire stretching 
period. Not one of our 28 cases has required a nar- 
cotic during the actual lengthening process. 

We feel, as does Dr. Diveley, that shortening of the 
normal side is a sound surgical procedure, and in sev- 
eral of our cases where the shortening has been 1 inch 
or less we have shortened the sound side. When the 
shortening is 1.5 or 2 inches the patients usually prefer 
to have the short extremity lengthened rather than the 
reverse procedure. 

We do not advocate the operation as a routine pro- 
cedure, but feel that it is definitely indicated in care- 
fully selected cases. It must be done in well equipped 
hospitals by surgeons who are quite competent both in 
bene surgery and in the handling of mechanical ap- 
paratus. 

As to the ages, the oldest child was sixteen, and as 
far as union is concerned, can be considered a young 
adult. Union occurred in this case in five to six 
months after a gain of 3.5 inches. 

Final conclusions, of course, cannot be drawn until 
a larger series of cases has been observed over a longer 
period of time. 





REMOVAL OF BODY OF UTERUS AND 
CERVICAL MUCOSA WITH ENDO- 
THERM NEEDLE* 


By Gro. H. Noste, Jr., B.S., M.D.., 
Atlanta, Ga. 


The question of selection between supravaginal 
or pan-hysterectomy in a non-malignant condi- 





*Received for publication June 30, 1928. 


SOUTHERN MEDICAL JOURNAL 


October 1928 


tion is often decided in favor of the former for 
the reason that it is easier. However, the cervical 
stump is more or less a liability, chiefly on ac- 
count of the danger of gonococcus infection and 
other inflammatory lesions which tend to the so- 
called pre-cancerous condition. 


Emphasis is placed upon the fact that com- 
plete removal of the uterus is followed by short- 
ening and scarring of the vagina by disfiguring 
bands of scar tissue, some of which become 
hypersensitive, causing pain in intercourse; and 
that there is more bleeding during the operation 
which requires additional suturing of parts and 
tying of blood vessels. 

On the other hand, vaginal pyro-ectomy of the 
cervix and caustic destruction of its mucosa un- 
necessarily complicate technic and prolong anes- 
thesia. With the view of overcoming these ob- 
jectionable features, Dr. Geo. H. Noble, Sr., 
adopted, some years ago, the routine practice 
of excising the cervical mucosa when doing su- 
pravaginal hysterectomy, cutting out the mu- 
cosa and most of the muscular tissue of the 
stump. The technic is simple and easy to do, 
though some cases required suturing of opposite 
cut surfaces of cervical tissue with mattress su- 
tures to control bleeding. Since the endo- 
therm needle has come into use this technic has 
been very much simplified. It enables one to 
remove the uterus (except the outer muscular 
layer of the neck) in mass without hemorrhage. 


A wooden spoon not more than one and a 
half inches in width (sand-papered to a smooth 
finish) is sterilized and placed in the vagina, with 
the convex side toward the sacrum and the neck 
of the uterus resting in the bowl of the spoon. 
The object of this is to prevent the posterior 
vaginal wall from coming into contact with the 
electric spark. This precaution usually is not 
necessary, but is used when the uterus does not 
come well up in the field of operation. 

After this preliminary step we modify the for- 
mer technic by substituting for the continuous 
incision (down through one broad ligament, 
across the cervix and up through opposite broad 
ligament) the older method of cutting the uterus 
free from all but its vaginal attachments. This 
is rapidly done by forcing the index finger 
through the left broad ligament, placing two com- 
pression forceps through the opening and cutting 
between. The lower section of the ligament and 
uterin artery is then clamped and cut free, the 
opposite ligament being treated in like manner. 
Following this, the index finger is passed be- 
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tends, the more noticeable this be- 
comes until the portio-vaginalis is 
completely inverted and drawn 
above the uterovaginal junction. 
This is quite apparent at the com- 
pletion of the incision. 

When the line of the incision 
is confined to the muscular struc- 
tures of the cervix, there is no 
bleeding, and no suturing of it is 
necessary. It is only when the 
cutting extends beyond the limi- 
tations of the cervix that bleeding 
occurs. In that case the technic 
of the operation is violated. 

The wound is closed in the usual 
way except that the opposing raw 
surfaces do not require suturing. 
The upper rim of remaining cer- 
vical tissue is brought together, 
the vaginal end being left open 
for drainage in case it should be 





Diagramatic sketch showing removal of core of cervix with 


endotherm needle. 


hind the uterovesical fold of peritoneum and the 
latter is torn from its uterin attachments. The 
bladder is then separated from the uterus to a 
point a little below the uterovaginal junction by 
sponge pressure. 

At this stage of the operation the uterus is free 
except for its vaginal connection, and surround- 
ing tissues can be held well away from the elec- 
trical needle. 


The incision in the uterus begins a little be- 


low the internal os, the needle encircling the neck 
of the uterus very much as one might use a 
pencil in describing such a line. The needle 
should be held nearly parallel to the long axis 
of the uterus to prevent cutting either too far 
outward or into the cervical canal. Keeping 
fairly close to the mucosa will prevent such mis- 
steps. This is not likely to occur except at the 
sides of the cervix where its outlines are not 
clearly marked, the lower border of the broad 
ligaments (below the uterin arteries) remaining 
uncut. However, a pair of compression forceps 
may be placed parallel and close to the cervix 
to mark its lateral limitations. 

As the cutting proceeds, the edges of the 
wound roll apart and the central core comes 
higher in the pelvis. The deeper the incision ex- 


needed. 

One suture may close the pelvic 
wound, ligating the uterin and 
ovarian arteries, anchoring stumps of ligaments 
to the remaining part of the cervix, suturing its 
upper rim and covering the line of sutures with 
bladder peritoneum. 

Examination of the vaginal vault after recov- 
ery discloses in the general run of cases a per- 
fectly smooth surface and often only a short 
line about one-half to three-fourths of an inch 
long. If it should happen that the vaginal por- 
tion of the uterin neck has not been com- 
pletely removed, the location of the scar may 
be recognized by a slight protrusion. 

The absence of shortening and deformity of 
the vagina by scar tissue, and painful or sensi- 
tive spots, are noticeable features of this opera- 
tion. 

In addition to these, there is no liability of 
transferring infection from vagina to peritoneum. 
Nothing that is used in the pelvis comes in 
contact with the vaginal mucosa and the needle 
sterilizes the tissues as it cuts them. The 
wound is closed and sealed before contamination 
by mechanical means is possible. 

Cases treated in this way make smoother re- 
coveries, have less pain and temperature than 
other cases. 
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USES OF GLUCOSE AND INSULIN IN 
DISEASES OF CHILDREN* 


By G. Y. Grirespre, M.D., 
Greenwood, Miss. 


In scanning the results of experimental study 
of the action of insulin on carbohydrate me- 
tabolism in the human body, one is firmly con- 
vinced that complex chemical processes are in- 
volved. It has been established that the ad- 
ministration of insulin has a specific physiolog- 
ical action causing a lowering of blood sugar. 
Insulin affects the glucose molecule so that it 
becomes more susceptible to normal metabolic 
influences. How it acts is still a question for 
the investigators. Some believe it has a special 
action on the tissues, creating in them a vacuum 
for sugar, with the result that glucose is re- 
moved from the blood. Others say it has ef- 
fects on special organs, such as the liver, devel- 
oping an accelerated conversion of blood sugar 
into hepatic glycogen. Still others believe it 
blocks the formation of carbohydrates from 
other substances, but not necessarily the forma- 
tion of glycogen from glucose, and that this in- 
hibition is the essence of its action. But by 
whatever way it may have its influence or how- 
ever it may exert its function, it has created an 
entirely new line of study of the many problems 
involved in carbohydrate metabolism in the hu- 
man organism. 

In the metabolism of carbohydrates, glucose 
is the product assimilated and it is the oxida- 
tion of glucose that provides the body with 60 
to 90 per cent of the energy essential to ex- 
istence. Physiological study has proven that 
muscular activity depends almost entirely on 
glucose or glycogen oxidation for the necessary 
chemical reactions. The maintenance of body 
temperature, essential to body processes, is de- 
pendent on glucose. Glandular function re- 
quires energy which is supplied to a large de- 
gree by the oxidation of glucose. The complex 
chemical changes in the organism, where mate- 
rial is stored for food and tissue repair, and 
waste products are prepared for elimination, are 
aided by energy derived from glucose. Toxic 
substances may be rendered harmless or inert 
in the flame of glucose oxidation. Glucose being 
essential for many important normal body func- 





*Read in Section on Pediatrics, Southern Medical 
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tions, it is not surprising that it is an efficient 
therapeutic agent in many pathological condi- 
tions occurring in infants and children. 


MALNUTRITION 


It is now recognized by all authorities that 
a malnourished infant requires more food per 
unit of body weight than does a normal infant. 
Unfortunately a malnourished infant generally 
has a diminished digestive capacity and is un- 
able to assimilate sufficient food to meet his nu- 
tritional requirements. Malnutrition in infants 
may be of all degrees irrespective of the cause. 
The infant may be below weight with no unfa- 
vorable symptoms, or he may show malnutri- 
tion to an extreme degree and present the char- 
acteristic clinical picture. It is in this extreme 
degree of malnutrition, variously termed wasting 
disease, infantile atrophy, athrepsia and maras- 
mus, that there is a low assimilation of food 
and the infant burns his own body tissues to 
supply the food deficit. Unless some means are 
instituted whereby increased assimilation is 
brought about, maintenance of life for any con- 
siderable length of time is impossible. We are 
confronted then with the problem of giving high 
caloric feedings to an infant whose intestinal 
tract is functionally weak and incapable of car- 
ing for even small amounts of ordinary food. 
Undigested and unabsorbed food in the intes- 
tinal tract of a weak infant is dangerous and on 
the least provocation is liable to precipitate a 
catastrophe. Consequently in these desperate 
cases we are seeking some method for increas- 
ing the infant’s capacity for utilizing food and 
at the same time supplying food of high caloric 
and energy value. 

Glucose in a 10 to 20 per cent solution given 
intravenously has proven a valuable therapeutic 
agent in this emergency. If it is given slowly, 
10-15 c. c. of the 20 per cent solution per pound 
of body weight can be administered at a time 
without unfavorable symptoms. Given directly 
into the blood stream glucose is only partially 
utilized and it is here that the administration 
of insulin has proven of definite value. It 
causes a more complete utilization of the sugar, 
an increased carbohydrate metabolism or oxida- 
tion of the glucose, which liberates its abundant 
energy, increasing body functions and producing 
a gain in weight in the infant. 

Insulin may be given subcutaneously in quan- 
tities of one unit of insulin for every two or 
three grams of glucose supplied; or in treating 
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these severe cases the method suggested by Mar- 
riott of injecting intravenously a 20 per cent so- 
lution of glucose containing fifteen units of in- 
sulin per 100 c. c. of solution perhaps gives more 
rapid results. These injections may be given 
daily for a period of time. There is almost in- 
variably an improvement in the general condi- 
tion of the infant and he shows a gain in 
weight that is not subsequently lost after in- 
sulin and glucose administration is stopped. 


ACIDOSIS 


Acidosis is not a clinical entity, but a symp- 
tom complex with an underlying and often ob- 
scure etiological factor. Be the primary cause 
whatever it may, the fact remains that when 
there is insufficient carbohydrate supplied to the 
body, or when the carbohydrate metabolism is 
deranged or abnormal, an abnormal metabolism 
of fats results with the accumulation of the poi- 
sonous fatty acid bodies in the blood stream 
and a resulting acidosis. 

Even before the wealth of knowledge gained 
in the intensive study of blood chemistry and 
blood sugar curves, it was empirically known 
that acidosis was more readily amenable to 
treatment by large amounts of sugar. Now we 
know that the use of glucose in the treatment 
of acidosis is based on sound theoretical knowl- 
edge. Complete combustion of sufficient carbo- 
hydrates means complete combustion of fats and 
the elimination of the ketones, or the fatty acid 
bodies from the blood. Consequently it is log- 
ical to suppose that increasing the available car- 


bohydrates by administration of glucose and. 


hastening its metabolism by giving insulin is the 
basis of our therapeutic success in treating aci- 
dosis, 

Various methods can be used in the adminis- 
tration of glucose and insulin in the treatment 
of this condition, dependent altogether on the 
severity of the attack. In cases with the severe 
symptoms of extreme restlessness, tossing con- 
stantly from side to side in the bed, staring 
sunken eyes, red parched lips, hyperpnea and 
even convulsive attacks; the most effective and 
most active treatment is to give the two com- 
bined intravenously. Using a 20 per cent solu- 
tion of glucose with fifteen units of insulin 
added to each 100 c. c. from 10-15 c. c. per 
pound of body weight may be given at a time 
without any severe reactions or deleterious re- 
sults. This may be repeated in six to eight 
hours as symptoms indicate until the acidosis is 
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controlled. Glucose may be administered sub- 
cutaneously in 5 to 10 per cent strength in 
normal salt solution, limiting the amount ad- 
ministered only by the discomfort and incon- 
venience to the patient. It may be given in- 
traperitoneally in 5 to 10 per cent strength in 
normal salt or Ringer’s solution. The objection 
to the subcutaneous or intra-peritoneal methods 
is that subcutaneously it is more slowly ab- 
sorbed into the blood stream and is liable to 
cause some local reaction. Intraperitoneally it 
may cause considerable distention, and at times 
a sterile peritonitis may develop. When glucose 
is retained it may be given by mouth and per 
rectum, and in the less severe cases of acidosis 
will often arrest the ketosis and prevent a serious 
condition. Insulin may be given subcutaneously, 
supplying one unit for every 1.5 or 2 grams of 
glucose administered. There is tremendous ad- 
vantage in the administration of glucose and in- 
sulin over glucose alone. The combination of 
the two is very often rapid and specific in the 
arrest of the acidosis. 


RECURRENT VOMITING 


Recurrent acetonemic vomiting confronts us as 
a complexity of symptoms with an obscure eti- 
ology, but all evidence indicates that some pro- 
found disturbance of the carbohydrate metabo- 
lism occurs during the attack. There is either 
a disturbance in the glycogen storage or in the 
glycogen mobilization and oxidation, precipitat- 
ing an increased fat metabolism with incom- 
plete combustion, liberating the acetone bodies, 
producing the characteristic acetonuria. In the 
vast majority of cases the attack is self-limited 
and the mortality is small. But there are cases 
where the child may become extremely sick, 
much dehydrated, and show the signs and symp- 
toms of severe acidosis. Under such conditions 
it is rational to administer glucose and cause 
its prompt metabolism through the agency of 
insulin. In the severe cases the intravenous ad- 
ministration is the method of choice, while in 
many of the milder cases glucose and insulin 
given by the other routes apparently act as a 
specific in the relief of symptoms. 


ACUTE INTESTINAL INTOXICATION 


In children with diarrhea or acute intestinal 
intoxication, Tisdall, Drake and Brown show 
there is a derangement of the carbohydrate me- 
tabolism, but not primarily associated with a 
deficient production of insulin. They conclude 
that glucose injected’ into the blood stream is 
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not removed as rapidly as in normal children. 
In their autopsies on children dying with these 
diseases they find there is usually a large amount 
of fat in the liver and very little glycogen. We 
know that the presence of glycogen helps to pro- 
tect the body structure against toxemia. It 
has been shown that even in the presence of 
infection and toxemia, with ‘a hyperglycemia 
and retarded disappearance of sugar from the 
blood, administration of carbohydrates stimu- 
lates the ability of the tissues of the body to 
metabolize carbohydrates. As it is clinically 
shown that the action of insulin is definitely les- 
sened in the presence of infection, and as in- 
formation goes to show there is not necessarily 
a deficiency of insulin production in diarrhea 
and acute intestinal intoxications, we have suf- 
ficient evidence to suggest why insulin is not 
effective in these diseases. 

Most cases of acute diarrhea or intestinal in- 
toxication show signs and symptoms of toxemia, 
dehydration of tissues and acidosis. So not only 
may glucose therapy be indicated, but fluids are 
very essential. It has proven very satisfactory 
to give the glucose intraperitoneally in 5-10 per 
cent strength in normal salt or Ringer’s solution, 
administering 15-20 c. c. to each pound of body 
weight. With this method very much more 
fluid may easily be given and the glucose is 
apparently absorbed with sufficient rapidity to 
be effective. In severe cases it may be neces- 
sary to resort to intravenous medication. If 
there is a complicating acidosis, then comple- 
mentary insulin administration may prove of 
real worth, though it is theoretically contra- 
indicated. 

CONCLUSION 


The mortality of marked malnutrition, of se- 
vere acute acidosis, of profound intestinal in- 
toxication or of diarrhea in infants and children 
has always been extremely high, but in many 
cases, if glucose and insulin treatment are in- 
stituted early, before too extensive tissue dam- 
age has been done from the rapid and _ over- 
whelming toxemia, spectacular results will be 
achieved and a great many lives may be saved. 


Medical Building. 


DISCUSSION (Abstract) 


Dr. Charles J. Bloom, New Orleans, La—Some twelve 
years ago, while I was working at the Boston Floating 
Hospital with Dr. Kendall at the time that he was 
classifying the types of ileo-colitis, I was surprised to 
note the beneficial results obtained through high carbo- 
hydrate diets. I was impressed with the fact and be- 
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lieved if good results could be obtained by taking large 
amounts of carbohydrates by mouth, perhaps some 
benefits could be derived by using a carbohydrate solu- 
tion in enemas and irrigations. Subsequently, on my 
return home, in selected cases I employed enemas and 
irrigations of 5 per cent glucose solution, and much to 
my pleasure, particularly in cases where the onset was 
associated with high elevation of temperature and vom- 
iting, I obtained gratifying results. As far as vomiting 
was concerned, this symptom seemed to react to this 
simple plan of treatment. Since then I have been using 
sugar irrigations in most of my febrile cases, whether 
the patient is vomiting or not. 

I feel that glucose is very valuable as a diuretic in 
cases of nephritis associated with anuria, or as a feeding 
method in our cases of acute febrile diseases. 

Especially in our teaching, we have refrained from 
advocating the use of insulin for conditions other than 
the original indication. We are not advocating its pro- 
miscuous use for the reason that unless specific direc- 
tions are given to most of our nurses and to those en- 
trusted with the giving of insulin, serious consequences 
may result. 

Very often to children having high elevations of tem- 
perature, and to those who are ill and refuse to take 
food, glucose in various forms is offered, stick candy 
especially. When glucose is given intravenously, or 
when it is given in the peritoneal cavity, reactions are 
marked and at times alarming. 


Dr. Oliver W. Hill, Knoxville, Tenn—I have felt 
that I had better results administering the glucose and 
insulin intramuscularly than subcutaneously. I would 
like to ask Dr. Gillespie if he does not consider the 
former preferable. 


Dr. James W. Bruce, Louisville, Ky.—Has Dr. Gilles- 
pie ever used any stronger solution of glucose than 20 
per cent, say 50 per cent, intravenously ? 


Dr. Hugh L. Dwyer, Kansas City, Mo—Recently I 
saw a child in a serious post-operative condition. She 
was given 20 c. c. of a 50 per cent solution of glucose 
intravenously as well as a 5 per cent solution by proc- 
toclysis, with 5 units of insulin, and about five hours 
later she went into coma. 

This was not typical of the reaction that has been 
described following glucose intravenously, and I do not 
understand how the glucose could produce coma. There 
may have been a severe degree of acidosis and an im- 
pending coma when the glucose was given. The solu- 
tion of glucose was more concentrated than is commonly 
used. I have used such a hypertonic glucose solution 
in nephritis with edema, without insulin, and have not 
had reactions. 


Dr. Gillespie (closing)—We are. advocating radical 
therapy when we recommend the administration of 
drugs or chemicals intravenously. This form of ad- 
ministration is advocated when, on account of the 
desperate condition of the patient, he is going to die 
unless something is done rapidly. Everyone doing pedi- 
atrics in general practice has seen cases of acidosis die 
within twelve to fifteen hours from their onset. On 
the other hand, we have seen children with extreme 
acidosis and coma given glucose and insulin and six 
hours later sit up and play with their toys. 

Glucose can be given intramuscularly, but on account 
of the pain it causes, not in sufficiently large amounts. 
Insulin can be administered intramuscularly, but we 
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find it is just as effectual subcutaneously and perhaps 
more easily administered. 

Why not use stronger solutions? You can. With 
infants or very small children in states of extreme 
marasmus or severe acidosis, I would not hesitate to 
use 50 per cent glucose intravenously, giving 3-5 c. c. 
per pound of body weight, following with insulin sub- 
cutaneously and normal salt or Ringer’s solution intra- 
peritoneally to gain the greatest good from the hyper- 
glycemia produced. 

I do not believe glucose in itself will produce coma. 
It is not a poison to the system. 





LEPROSY* 


A REVIEW OF RECENT ADVANCES IN SEROLOGY 
AND IMMUNOLOGY 


By Frep Wise, M.D.,+ 
New York, N. Y. 


The purpose of this paper is to review some 
of the more recent work on the serology and 
immunology of leprosy. <A goodly proportion of 
investigation in this difficult field of work has 
been done by Americans, both at home and 
abroad, and their publications are in English; 
many interesting articles, however, are published 
by foreigners in foreign journals, Japanese, Span- 
ish, Italian, Russian, Croatian, Scandinavian, 
Hungarian and other languages. These papers 
contain much valuable information, but unfor- 
tunately are not readily accessible, even when 
translated into French and German, to the av- 
erage practitioner in the Southern states. On 
the other hand, some of the latest work in se- 


rology and immunology is published in English, . 


in such journals as the Philippine Journal of 
Science, the Indian Medical Record and the In- 
dian Journal of Medical Research. ‘These are 
not easy of access, excepting in the larger cities 
having medical libraries. 

The scope of this paper will not permit a full 
review of the broad subject; references to the 
work of many investigators must, therefore, nec- 
essarily be omitted. 


CO-EXISTENCE OF LEPROSY AND SYPHILIS 


Many lepers have also syphilis. In tropical 
countries the co-existence of leprosy and yaws 
is also quite common. The Wassermann blood 
reaction is positive in syphilis and yaws, and 





*Read in Section on Dermatology and Syphilology, 
Southern Medical Association, Twenty-First Annual 
Meeting, Memphis, Tennessee, November 14-17, 1927. 

¢Professor of Dermatology and Syphilology, New 
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frequently yields a positive reaction also in nodu- 
lar leprosy. Thus the determination of the co- 
existence of leprosy and syphilis, and leprosy 
and yaws, by means of serological tests, is often 
a difficult matter. In some patients, the co-exist- 
ence of leprosy and syphilis may be readily de- 
termined by their respective clinical symptoms, 
depending largely on the cutaneous and mem- 
branous manifestations of both diseases. For 
example, one of the patients recently described 
by the late Dr. Fordyce and myself presented a 
well-developed syphilitic interstitial glossitis, a 
nodular syphilitic eruption on the face, and cu- 
taneous lesions of leprosy on various parts of 
the body. Under arsphenamin injections the 
syphilitic lesions receded, while those of leprosy 
remained unchanged. If a patient with cutane- 
ous or other obvious symptoms of leprosy, such 
as anesthesia and muscular atrophy, presents 
himself with a chancre of the penis, or with a 
recent maculo-papular rash, the differential diag- 
nosis presents no difficulties; the presence of both 
infections is readily established clinically, and 
confirmation of both diagnoses may be obtained 
by ordinary laboratory investigation. On the 
other hand, many of the lesions of leprosy may 
simulate those of syphilis: the multiform eryth- 
ema of leprosy mimics the ordinary type of 
eruption; leprous erythema nodosum may be 
indistinguishable from de Mauriac’s disease 
(erythema nodosum syphiliticum); nodular lep- 
rosy often closely resembles a large papular 
syphilid. Leprous lesions of the tongue, naso- 
pharynx and buccal mucosa are sometimes hard 
to distinguish from those caused by syphilis, 
even by the most expert diagnosticians. It is es- 
pecially in leprous patients who present no le- 
sions of the skin or mucosae, but in whom the 
Wassermann reaction is positive, that the de- 
termination of the co-existence of syphilis has 
been difficult. 

A. H. Wade! pointed out in a paper pub- 
lished a year ago: 

“Investigations on the serology of leprosy have, until 
recently, been conducted along two lines. One involves 
attempts to develop a specific reaction with leprosy an- 
tigens; the other has to do with the relation of the 
Wassermann reaction to the disease. The former prob- 
lem is a most difficult one. The serology of infection 
with acid-fast bacilli in general involves peculiar diffi- 
culties, in that the antigens so far obtained have not 
permitted differentiation of members of the group. As 
regards leprosy there is, besides the close relation of 
the organism to that of tuberculosis, the handicap of 
the apparent non-cultivability of the causative agent, at 


least in its tissue form.’ A practical specific diagnostic 
test for leprosy seems not yet in sight. The Wasser- 
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mann reaction has not proved useful in this infection; 
for, though it has been generally understood that it is 
frequently positive, the reports have from the first 
been very discordant as regards the frequency. As the 
reaction has now been refined by syphilologists to in- 
crease its specificity, or, rather, particularly for their 
purpose, positive reactions in leprosy uncomplicated by 
syphilis or yaws are at most infrequent.” 


THE WASSERMANN REACTION 


That the Wassermann reaction is positive in 
many cases of leprosy, especially in those of the 
nodular type of the disease, has been known 
for many years. In 1910 Howard Fox? em- 
ployed the Wassermann test in 60 lepers, in none 
of whom there was a history or clinical evi- 
dence of syphilis. Of the 38 cases of the nodular 
and mixed type, the reaction was negative in 7, 
weakly positive in 3, positive in 21, and 
strongly positive in 7 cases. Of the 22 maculo- 
anesthetic and purely anesthetic cases, the re- 
action was negative in 19, strongly positive in 
1, and positive in 2 cases. 

A comprehensive review of the literature per- 
taining to the Wassermann reaction in leprosy 
was published by Kolmer and Denney? in 1923 
in the Archives of Dermatology and Syphilol- 
ogy. 

Lloyd, Muir and Mitra® reported from India 
that they found the reaction completely positive 
in 41.7 per cent of 228 cases examined; if the 
partially positive reactions are included, this 
figure is brought to 53.5 per cent. Of 27 purely 
nodular cases, 70.4 per cent were positive in 
some degree; of 116 mixed cases, 62.9 per cent; 
and of 85 anesthetic cases, 35.2 per cent. In 
58 children examined, 81 per cent were com- 
pletely or partially positive, including all of 
four nodular cases, all but one of 20 mixed cases, 
and 70 per cent of 34 anesthetic cases. 

Later, however, in their study on the effect 
of anti-syphilitic treatment on the reaction in 
leprosy, these authors conclude that many of the 
cases were suffering from syphilis also, but they 
apparently still believe some of the positive re- 
actions to be due to leprosy. Recently, Muir® 
stated that, with further treatment of these 
cases, the apparent influence of syphilis in this 
connection is becoming greater.* 

Kolmer and Denney® reported uniformly neg- 
ative results in non-syphilitic cases with Kol- 
mer’s new standardized technic, though with an 
old technic about 7 per cent of the same sera 
were positive. 

In their study of the Wassermann reaction, 
using Kolmer’s method, on 500 patients with 
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leprosy, Pineda and Roxas-Pineda’® employed 
two methods. All the sera were tested by the 
new standardized method of Kolmer!! and most 
of them by this method alone. This was pri- 
marily chosen, both because of the results with 
it in leprosy reported by Kolmer and Denney, 
and because it is admitted by several workers 
to be superior as regards the diagnosis of syphi- 
lis. It would seem that, if in uncomplicated 
cases of leprosy there is produced a substance 
related to the reagin produced in treponematous 
infections, this method would be the most likely 
to demonstrate its presence and to eliminate 
false positives due to unrelated serum bodies. 
For comparison with this method, 150 serums 
were tested in parallel with an ordinary technic, 
which need not be described in detail. In this, 
both a plain and a cholesterinized alcoholic ex- 
tract of lean beef heart were used. 


In their summary of this study (published in 
1925) these investigators submit the following: 


“The Wassermann reaction was made, using Kolmer’s 
method, on the sera of 500 lepers and, for comparison, 
about 150 of these were also tested by an ordinary 
method, using both plain and cholesterinized antigens. 
In the latter method it was found necessary to adjust 
the antigen dose closely, as an increase from the dose 
used, two and one-half antigenic units to four, resulted 
in an increased number of weakly positive or doubtful 
reactions. 

“The 500 cases considered include 66 untreated new 
admissions, and cases that were under treatment at the 
time or that. had been treated. Among the latter, 59 
were negative and 82 were cases of lepra reaction. 

“Of the total group, 85, or 17 per cent, gave reactions 
that were positive in some degree, the doubtful plus- 
minus reactions being included. Of these, 58 were in 
the group of 67 cases that were under suspicion of 
yaws (42 cases) or syphilis (25 cases). In the remain- 
ing 27 positive cases neither history nor signs of yaws 
could be elicited. Data on the clinically frambesial and 
syphilitic groups are given. 

“(1) Our findings indicate that with Kolmer’s and 
other refined methods the Wassermann reaction is neg- 
ative in uncomplicated cases of leprosy in its ordinary 
phase. 

(2) Conversely, when the Wassermann reaction is 
clearly positive in cases of ordinary leprosy, it has the 
same significance as in non-lepers. 

(3) In a certain proportion of cases of lepra reac- 
tion without evidence or presumption of treponematous 
complication, weakly positive reactions are obtained. 
That such reactions are due to the same substance that 
is demonstrated in syphilis and yaws is highly proba- 
ble.” 


Ferrari!* summarizes his findings as follows: 


“(1) Leprosy serums contain alexins in moderate 
amounts, as well as natural hemolysins in active and in- 
active states, in respect to sheep’s blood corpuscles. (2) 
Fresh leprosy serums do not operate in an anti-com- 
plementary manner. (3) The Wassermann reaction is 
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negative in cases where the blood has been recently 
removed and is therefore strictly specific. (4) In lep- 
rosy serums which have been allowed to stand, there 
is a fixation of the complement in the presence of 
syphilitic antigens, even before definite evidence of 
anti-complementary effect manifests itself. (5) If kept 
longer than a week, the leprosy serums become strongly 
anti-complementary and require a large amount of com- 
plement to produce hemolysis. (6) In carrying out 
the Wassermann test with leprosy serums, it is neces- 
sary to use quite fresh serums and to employ the 
method of increasing amounts of complement. The 
object of this is to arrive at a definite anti-comple- 
mentary procedure in performing the test, and thus to 
obtain more uniform results. 

In another series of Wassermann reactions, 
published this year, Lloyd, Muir and Mitra’ 
dealt with 1,027 patients in the Philippine col- 
ony. Of these, 109 cases with positive Was- 
sermann reactions had had energetic anti-syphi- 
litic treatment. It is of great importance that 
all lepers be serologically tested for syphilis, and 
for this the Kahn test is employed. The syphi- 
litic infection must be treated before the treat- 
ment for leprosy is started; otherwise, the latter 
is likely to have unsatisfactory results. For 
these patients the authors recommend ‘mercury 
33 avenyl.” 


In conclusion, the authors say: 


“The available evidence points to the conclusion that 
any non-specific reactions in the later stages of leprosy 
are due to experimental factors, and are not caused by 
reagins comparable to those responsible for complement- 
fixation in syphilis. They will not, therefore, serve as 
a basis for any specific serum test for leprosy.” 


KAHN PRECIPITATION TEST 


Yagle and Kolmer!® employed the Kahn pre- 
cipitation reaction in leprosy: of 28 cases, 23 
were negative; two cases, in which the presence 
of coincident syphilis was suspected, were plus- 
minus; three patients who had both diseases re- 
acted positively. Kolmer and Denney" tested 
159 cases, in 27 of whom the coincidence of 
syphilis was established. Thirty-nine patients 
had the nodular type, 32 the anesthetic type and 
88 the mixed type. With the new complement- 
fixation test devised by Kolmer, the serums in 
27 cases, or 17 per cent, yielded positive reac- 
tions, but all of these showed evidences of syph- 
ilis. The serums in 36 cases, or 22 per cent, 
yielded positive reactions with the old comple- 
ment-fixation test; but evidences of the pres- 
ence of syphilis were observed in 27 of these 
patients, leaving 9 cases in which evidences of 
syphilis were not found, but in which the serums 
yielded positive reactions, especially with cho- 
lesterinized and acetone insoluble lipoid anti- 
gens. The authors say that: 
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“So far as the new complement-fixation reaction is 
concerned, we have no hesitation in stating that in 
leprosy itself falsely positive reactions do not occur. 
In any series of leper cases positive reactions are to be 
expected, as is true of a Wassermann survey of any 
group of apparently healthy or sick persons, but in lep- 
rosy the occurrence of positive reactions with the new 
method has been observed only in patients presenting 
lesions of chronic syphilis, a history of infection, or 
both.” 

Experimenting with the Muchow-Levy reac- 
tion, Paldrock?® followed the technic with great 
care. Nevertheless, only one-half of 25 patients 
with well-developed tuberous leprosy yielded pos- 
itive reactions. He tried various combinations 
in different patients and came to the conclusion 
that the reaction was too variable to prove of 
any definite value in leprosy. Even non-leprous 
diseases, such as furunculosis, may yield positive 
inoculation reactions with leprous extract. Pal- 
drock, therefore, agrees with the opinion ex- 
pressed by Heinemann that great caution must 
be used in the interpretation of a positive reac- 
tion and that such a reaction must not be re- 
garded as of diagnostic value. 


Fleger** employed several different extracts for 
serological tests in leprosy, taking into consid- 
eration the reaction for syphilis: an alcoholic 
beef heart extract, an alcoholic cholesterinized 
extract (according to Sachs), an alcoholic extract 
of spleen, and peripheral glands from a case of 
mixed leprosy. He used 96 per cent alcohol and 
physiological sodium chlorid solution in equal 
parts as an extract medium. The time allotted 
for extraction was forty-eight hours for the first 
three extracts; for the fourth, eight days were 
allowed, with subsequent heating to 56° C. for 
one-half hour. Twelve cases of nodular and 10 
of anesthetic leprosy were tested. 

Fleger states that cholesterinized extracts 
should not be employed for the serological tests 
in leprosy, as they are useless for the differential 
diagnosis of syphilis. To a less extent, this fact 
also applies to alcoholic beef heart extract, but 
the latter has the advantage of differentiating 
between the nodular form of leprosy, in which 
it is positive, and the anesthetic form, in which 
it is negative. Alcoholic extracts of leprous or- 
gans react positively in leprosy, negatively in 
syphilis. 

In a paper entitled “New Serologic Reactions 
in Leprosy,” Rubino** deals with a_ so-called 
“agglutino-sedimentation” serum reaction, which 
was positive in about 75 per cent of 153 lepers. 
In 1,000 control cases it was practically always 
negative. One c. c. of leper serum is added to 
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1 c. c. of sheep’s blood corpuscles suspension 
and observed for one hour at a temperature of 
37° C. The positive reaction appears usually in 
from ten to thirty minutes and manifests itself 
by an agglutination of the blood cells, which 
soon sink to the bottom in the form of fine 
flakes, leaving a clear supernatant fluid. In the 
negative reaction the blood cells sink only after 
an interval of several hours and show no ag- 
glutination. The blood suspension for the Was- 
sermann test is prepared by washing the sheep’s 
blood corpuscles in 8.5 per cent sodium chlorid 
solution. 


SPECIFIC CUTANEOUS REACTIONS 


Experiments with specific cutaneous reactions 
in leprosy were carried out by Bargehr.*® He 
excised lepromas rich in bacilli, cut them into 
small bits, washed them in water and inoculated 
100 lepers in all stages of the disease by the 
Pirquet method. In 82 patients the inoculations 
proved entirely negative; in fact, the control of- 
ten showed more inflammatory reaction than 
did the site of inoculation. In 18 patients, a 
positive reaction appeared, usually on the third 
to the fifth day. These cases were old-standing 
ones, without recent eruptions. Four more pa- 
tients were inoculated as controls who had been 
inmates of the leper colony for many years, but 
who had no signs of active leprosy. Bargehr, who 
had been in contact with lepers four years, also 
inoculated himself. In these five patients the 
reaction was positive. An elderly man, free 
of the disease and never in contact with lepers, 
reacted negatively. 

The positive inoculations closely resembled 
Pirquet reactions, but bacilli were not found 
at the sites of inoculation.’ The author believes 
that these findings tend to prove that in those 
who are much in contact with lepers there is a 
tendency to acquire ‘“‘sub-acute” infections which 
result in the formation of specific immunizing 
antibodies; further, that in established leprosy, 
not enough antibody is produced to enable the 
patient to combat the inroads of the disease. 
After the lapse of many years, the author be- 
lieves that the disease might finally heal as the 
result of a waning in the virulence of the ba- 
cilli. 

INOCULATION 

Bargehr,®° in a paper entitled “The Self-Heal- 
ing of Leprosy,” employed for inoculation a 
material which he calls “lepronin.” It is de- 
rived from infiltrated leprous nodules, cut into 
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small pieces. To these are added a few drops 
of water and the mixture is thoroughly cooked in 
a water bath for twenty minutes, after which 
0.5 per cent phenol is added. With this mix- 
ture the author inoculated by the Pirquet 
method. 


Positive reactions were obtained usually be- 
tween the second and sixth days; sometimes be- 
tween the first and third days, a temporary 
erythema appeared at the site of inoculation. 
After three to six days, sometimes even longer, 
a more or less well-defined granuloma of dark- 
brown color appeared; this lesion may persist 
for several weeks. Usually the erythema grad- 
ually developed into a granuloma, but at times 
either type of reaction may persist as such. 
There were no ulcerations and no focal or gen- 
eral reactions. On anesthetic sites these reac- 
tions were sometimes delayed. 

All inmates of the Pelantoengan Leper Colony, with 
5 exceptions, were inoculated; 82 were positive for 
bacilli; the reaction in these was negative. In 80 
cases in which no bacilli were found, 45 gave a nega- 
tive reaction. A large proportion of these negative 
cases had obvious signs of leprosy, while a third of the 
patients showed practically no symptoms of the dis- 
ease. The balance of the patients, 35 in number, which 
were negative to bacillary examinations even from 
punctured glands, were more or less strongly positive to 
the test. In these 35 patients no signs of active disease 
were discernible, but they suffered from old mutilations, 
paralyses, atrophies, perforating ulcers, disturbances of 
sensation and widespread pigmentations. It is only in 
the cases with positive reactions that the disappearance 
of the last signs of active leprosy is of comparatively 
recent date. The reaction is negative in all recently 
acquired infections, while in quiescent cases it is posi- 
tive. From these findings the author concludes that 
the 35 patients having positive reactions should be 
regarded as examples of “spontaneous cure.” 


ALLERGY 


In another series of experiments, Bargehr*! 
elaborated on his previous investigations. He 
used sterilized “lepronin” for inoculation pur- 
poses. This he prepared as follows: several 
well-defined leprous nodules were removed with 
the subcutaneous tissue, cut into small pieces, 
mixed with water and cooked for twenty min- 
utes in a water bath. The tissue becomes hard 
and brittle. For inoculation, 0.5 per cent phenol 
was added. Employing this lepronin, the author 
inoculated patients by the Pirquet method, the 
subjects being the same patients previously 
treated by him with unsterilized lepronin. These 
exhibited the same reactions as before. 

Control experiments, employing similar in- 
oculation material from leprous connective tis- 
sue and normal connective tissue, proved nega- 
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tive; hence the author assumes that the positive 
reactions occur as the result of processes of a 
purely “lepra-specific” character. 

To determine whether allergy may be produced arti- 
ficially, he inoculated three groups of patients: (1) fif- 
teen Javanese patients, over twelve years old, who had 
never been in contact with lepers; (2) children vary- 
ing in age from several months to twelve years, who 
also had never been in contact with lepers; (3) chil- 
dren born in the leper colony, whose parents were 
lepers, and whose ages varied from six months to ten 
years. 

He succeeded in producing a “lepra-specific” allergy 
in healthy adults, after from two to five cutaneous in- 
oculations with lepronin; in children, however, only a 
few cases were successful. From these meagre experi- 
ments he adduces the rather broad conclusion that- im- 
munization may occur in leprosy. He calls attention to 
the fact that married couples seldom infect one another 
and suggests the following experiment: take a com- 
munity on an island in which leprosy is on the in- 
crease and inoculate one-half of the population with 
lepronin, at intervals of five to seven days, until all 
individuals in whom allergic reactions are produced 
finally yield a spontaneous positive reaction at the last 
site of inoculation. One-half of the child population 
must also be inoculated. The other half of the popu- 
lation remains uninoculated for control purposes. With 
this procedure the author believes that one might be 
enabled to determine whether it is possible to produce 
immunity with his lepronin inoculation material. 

In a paper on serological findings in leprosy, 
with special reference to certain non-specific de- 
terminations, Wade** emphasizes the need for the 
discovery of a diagnostic procedure in the ear- 
liest stages of the disease and the determination 
of latent infection. The difficulties are due in 
part to the lack of success in cultivating the ba- 
cillus, the relative lack of toxicity of the or- 
ganisms and their close relationship to other 
acid-fast bacilli, like that of tuberculosis. Due 
to the work of Pineda and Roxas-Pineda, the 
question of the Wassermann reaction has been 
partly clarified, in that the reaction, if carefully 
performed, is usually negative, being positive 
mostly in cases of leprosy reactions or leprosy 
fever: if strongly positive, syphilis is the cause. 
The Kahn precipitation test is generally nega- 
tive, even in cases with leprosy reactions, which 
cause complement-binding in the Wassermann 
test. The formalin-coagulation method of Gate 
and Papacostas, the Klausner reaction and the 
acid precipitation test of Bruck yield approxi- 
mately parallel results and go hand in hand with 
the blood sedimentation. As these methods are 
dependent upon the globulin content of the 
blood, the author performed all globulin esti- 
mations according to the method of Naegeli, 
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using a Hess viscosimeter. He found the for- 
malin method of Gate and Papacostas to be of 
value in the detection of early cases of the dis- 
ease, and states that in those in whom this test 
yields positive reactions careful observation of 
the patient, over long periods of time, must be 
maintained. 

Wade** sums up the situation regarding sero- 
logical and immunological aspects of the disease, 
stating that: knowledge of immunology of lep- 
rosy is far from complete, in part at least because 
of the lack of authentic culture of the bacillus. 
Various workers have gotten positive serological 
reactions with leproma extract and with other 
antigens. Lepers are said to react to injections 
of extracts of lepromas, but they also react to 
tuberculin. In spite of many attempts, no im- 
munological test, either serological or allergic, has 
yet been developed that can be used practically 
in diagnosis or prognosis. 

The problem is complicated. The serological 
response to the acid-fast group as a whole is not 
particularly marked, at least before an infection 
is well established. Even in tuberculosis, test- 
tube reactions are of doubtful practical value in 
determining infection before it can be detected 
clinically. Because of the great sensitiveness of 
the cutaneous test in tuberculosis, it is possible 
that a useful reaction of similar (allergic) nature 
can be developed for leprosy. But here again 
is the problem of obtaining a satisfactory anti- 
gen, one that permits specific differentiation. It 
would be necessary to distinguish clearly be- 
tween leprotic and tuberculous infection, and 
as these organisms have marked chemical simi- 
larities, they give “group” reactions. 

Interest has long centered on the Wassermann 
reaction, which is often positive in leprosy. It 
now appears that if the technic is sufficiently re- 
fined it is usually negative. However, there is 
undeniably a marked tendency to binding of 
complement in this complicated reaction, which 
is evidently not due to the presence of the same 
substance as in syphilis or yaws, for the reliable 
Kahn precipitation test is constantly negative in 
uncomplicated leprosy. 

It may be noted that there is a more or less 
marked serum change in active leprosy that 
causes positive reactions with the formalin gel, 
nitric acid precipitation, red cell sedimentation 
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and other related tests. This is at least in part 
due to changes in the proteins (globulin in- 
crease) that are probably more in the field of 
the biochemist than of the immunologist. 
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DIFFERENTIAL DIAGNOSIS OF STONES 
IN THE RIGHT UPPER QUADRANT* 


By R. E. Barr, M.D., 
Orange, Texas. 


The differential diagnosis of stones in the right 
upper quadrant has been simplified of recent 
years due principally to the advent of the 
cholecystogram and pyelo-ureterogram in con- 
junction with the general improvement in x-ray 
technic. Because of the seriousness and magni- 
tude of an operation in this region every proced- 
ure available, such as cystoscopy, examination of 
urine, general physical examination, et cetera, 
should be used to supplement the x-ray exami- 
nation when necessary. Of course mistakes are 
still made but nevertheless, the clinician expects 
and the roentgenologist should, in a very credit- 
able percentage, differentiate these conditions. 

Opaque shadows most often found in this re- 
gion are gallstones, renal and ureteral calculi, 
calcified mesenteric lymph nodes and calcified 
costal cartilages. Less often fecaliths, metallic 
drugs, and foreign bodies in the intestinal tract, 
calcified tubercles, ununited ends of transverse 
processes of vertebrae, skin growths, calcified 
hypernephromata, pyogenic abscesses which have 
undergone resolution with calcification, phle- 
boliths, calcified arteries, and exostosis or lipping 
at the borders of the intervertebral spaces may 
be encountered. 

Much difference of opinion exists as _ to 
whether preliminary preparation of the patient 
by catharsis is of value in obtaining good roent- 
genograms of the kidneys since excellent films 
are often obtained with no preparation. In our 
x-ray department we usually proceed with the 
examination without preparation of the patient 
and then if there is much gas present or con- 
fusing shadows are shown which might be 
fecaliths or other opaque bodies in the intestinal 
tract the patient is given about two ounces of 
caster oil and re-examined after results from the 
cathartic have been obtained. No attempt 
should be made to read films of poor quality 
and a second or third examination should always 
be resorted to if there is any doubt as to the 
nature of the shadows shown in the roentgeno- 
gram. Probably the greatest difficulty the 
roentgenologist encounters is in attempting to 
x-ray a patient immediately following an attack 


*Read in Section on Radiology, Southern Medical 
Association, Twenty-First Annual Meeting, Memphis, 
Tennessee, November 14-17, 1927. 
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of renal colic and while the patient is under the 
influence of an opiate. There is always consid- 
erable gas present under these circumstances and 
it is almost impossible to remove it by catharsis. 

Roentgen examination of the kidney is gen- 
erally considered diagnostic in renal calculus 
since 80 to 85 per cent will show although 
possibly 25 per cent require a supplementary 
pyelogram. Pyelography is not necessary when 
larger stones are present, especially those con- 
forming in outline to the pelvis and calices. In the 
case of the smaller calculus, however, it not only 
aids in the diagnosis but it is of value in deter- 
mining in what portion of the kidney the shadow 
lies. In ureteral calculi cystoscopy is almost 
always necessary for correct diagnosis since the 
course of the ureters can be demonstrated only 
by the use of the opaque catheter or solution. In 
differentiating calculi in the right upper quad- 
rant, aside from the use of the pyelogram and 
cholecystogram, probably no other procedure is 
of more value than simply making stereoscopic 
roentgenograms in both the antero-posterior and 
postero-anterior positions. By this means shad- 
ows which coincide with that of a rib or trans- 
verse process of a vertebrae as well as calcifica- 
tions in the costal cartilages can be determined. 
A change in the angle of projection as well as 
the third dimension of the stereoscopic films is 
obtained by this method. 

Gallstones can be differentiated by their shift- 
ing position in relation to the kidney when exam- 
ined in the antero-posterior and postero-anterior 
positions, and by their ring-like structure, facets 
and the cholecystogram. Gall bladder examina- 
tion by the Graham method has greatly reduced 
the chances for error in this organ. The mottled 
appearance of the gall bladder shadow due to 
the displacement of the opaque bile-mixture by 
soft stones is very striking in some cases. Pure 
cholesterol stones are not recognizable on the 
film but in the opaque gall bladder they often 
appear as easily recognizable negative shadows. 
In certain instances opaque shadows are not only 
proven to lie in the gall bladder but apparently 
are increased in density after the use of the dye. 

Calcified mesenteric lymph nodes, may be 
identified by the fact that they are usually 
round, oval or crescentic and are quite dense 
so that they appear white and more intense 
than the shadows cast by nearby bone. These 
shadows are not homogeneous, but exhibit vari- 
ations in density, giving them an appearance 
variously described as “spongy,” ‘‘moth-eaten,” 
“honey-combed,” “spotted,” “mulberry-like,” or 
“reticulated.”’ The periphery is usually more 
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dense than the central portion which gives them 
a circular or, if only a part of outer portion is 
calcified, crescentic appearance. 

Calcified costal cartilages can be determined 
by stereoscopic roentgenograms made in _ the 
postero-anterior position. They are usually 
elongated shadows with their long axis parallel 
with the plane of the cartilage. However, small 
areas of calcification in the costal cartilage may 
simulate gallstones very closely, especially if 
they occur in the right lower costal border an- 
terior to the gall bladder, 

Recently I made a gastro-intestinal examination on a 
minister who had had a gall bladder operation one year 
previously without relief of his stomach symptoms. A 
diagnosis of gallstones had been made at the time of 
operation. When examined by us a well-defined duod- 
enal uicer was found as well as a few calcified areas in 
the costal cartilage in this region. I do not say that he 
did not have gallstones when operated upon prior to 
this examination, but nevertheless his symptoms re- 
mained the same and it is very probable that the ulcer 
was the cause of his gastric distress. 

Fecaliths, metallic drugs and foreign bodies in 
the intestinal tract can be determined by a sec- 
ond examination following purgation or colonic 
irrigation. 

Calcified tubercles, which appear as irregular 
mottled areas in the renal parenchyma, can best 
be determined by the pyelogram. 

Calcified arteries can be very confusing as I 
will show you in one of the lantern slides. In 
this case there was an irregularly calcified mass 
of arteries grouped in the kidney region in such 
a manner that they appeared to be renal calculi. 
However, by close examination they were shown 
to be a network of calcified vessels crossing and 
recrossing each other. 

Stereoscopic antero-posterior films of good 
quality made with the aid of the Bucky dia- 
phragm are usually all that is necessary to rec- 
ognize ununited ends of transverse processes of 
vertebrae. The same is true of exostosis or lip- 
ping at the borders of the intervertebral spaces. 

Melicow and Gile in Surgery, Gynecology and 
Obstetrics, February 1927, described two cases in 
which papillomata of the skin of the back pro- 
duced shadows which resembled those cast by 
renal calculi. Chemical analysis of the excised 
growths showed traces of calcium in only one. 
They concluded that the nearness of the growth 
to the film and the fact that they were pedicled 
and almost surrounded by air served to intensify 
the shadows cast. 

A calcified hypernephroma of the kidney is 
described by Arkin in the August 1926 Surgery, 
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Gynecology and Obstetrics. The tumor was a 
large laminated irregularly calcified mass. These 
are relatively rare but should be borne in mind. 


DISCUSSION (Abstract) 


Dr. W. R. Bethea, Memphis, Tenn—The main diifi- 
culty in the localization of upper right quadrant shadows 
is the differentiation between gall bladder shadows and 
kidney stone shadows. The shadows in the mesenteric 
glands give us trouble sometimes. While they are not 
so common, they usually are movable and are found in 
other parts of the abdomen as Dr. Barr has shown. 
The shape of the shadow aids us in many examinations 
Gallstone shadows are somewhat different in shape 
from kidney shadows and each is different in density. 
The location also helps one. We can usually see the 
outline of the kidney and judge by its relation to the 
kidney outline and by whether a pyelogram or chole- 
cystogram is necessary to include one or the other 
organs. A change in the position of our patient, as Dr. 
Barr has shown, is of very great importance, especially 
to the oblique position. We have found with the 
fluoroscope, if these shadows are sufficiently dense to 
be seen on the fluoroscope, that we can change our 
patient under it and usually decide whether gall bladder 
or kidney is in question. Lateral plates are of some 
value in this study. 


Dr. C. H. Heacock, Memphis, Tenn.—Moles, especially 
pigmented moles, may cast a shadow. Recently at The 
Polyclinic we had a patient with a history of renal cal- 
culus and hematuria. A shadow in the renal area was 
found to be included in the pyelogram. However, the 
mole was discovered and removed. The shadow im- 
mediately disappeared. 

If the methods described by Dr. Barr leave one un- 
convinced as to the identity or location of a given 
shadow, the method of measurement described by Steph- 
enson, (Radiology, 1924, Vol. II, pages 326-329) should 
be tried. 


Dr. John H. Edmonson, Birmingham, Ala—I want to 
suggest the necessity of making a flat plate of the whole 
abdomen before an impervious substance is given to 
visualize the gastro-intestinal tract. I have had three 
cases of ureteral calculi, some high, some low, that gave 
definite gastric symptoms. One was sent to be operated 
upon, but blood was found upon preliminary urinary 
examination, and although the appendix was shown to 
be retentive and apparently kinked, the stone was shown 
definitely, on the same film, which was indistinguishable 
from a flick of barium in the intestines. Removal of 
the calculus caused a cessation of gastric symptoms. 


Dr. Barr (closing).—I have not attempted to show 
anything new, but rather to correlate the various known 
x-ray procedures useful in arriving at a diagnosis when 
opaque shadows are found in the right upper quadrant. 
Because a patient has been referred for roentgen-ray 
examination of the kidney or gall bladder and an opaque 
shadow is shown in this region one must not say that 
it is a gall stone or renal calculus until other conditions 
have been ruled out. In some cases the shadows are 
quite characteristic and the diagnosis can be made at 
the first examination, while in other cases re-examina- 
tion with the aid of a pyelogram cholecystogram or by 
changing the angle of projection must be resorted to. 
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SURGICAL INDICATIONS AND END-RE- 
SULTS OF OPERATION FOR 
DUODENAL ULCER* 


By H. A. Gamat, M.D., 
Greenville, Miss. 


The cause of duodenal ulcer is not known. Of 
recent years observations and experimental work 
have brought to light some salient factors which 
tend to clear up the elements of uncertainty in 
its pathogenesis. 

Mann has proven that the acids of the stom- 
ach are a definite factor in the development of 
experimentally produced ulcers in dogs. Rose- 
now’s work on the selective action of bacteria 
has also proven some indubitable facts as to the 
role which infections play. He has established 
one of the basic principles underlying causation 
in many hitherto unexplainable phenomena con- 
nected with disease. 

As to the part which the sympathetic nervous 
system plays in ulcer formation, one knows that 
the motor and secretory functions are under its 
control. There is little reason to doubt that its 
dysfunction may be brought about by various 
extraneous factors or circumstances and its func- 
tional control of motility and secretions may be 
affected in a way favorable to the development 
of peptic ulcer. 

The theory of auto-digestion and the terminal 
character of certain of the arteries, and the pos- 
sibility of embolic processes in these arteries, 
may account for the development of other ul- 
cers. 

The habits of the individual, mode of life, pre- 
vious diseases and defects of development hav- 
ing a bearing upon the mechanics of the stom- 
ach all may play a part in the origin of ulcer. 
A few years since we had occasion to treat three 
members of the same family, a brother and two 
sisters, for ulcer of the duodenum, in the devel- 
opment of which ptosis of the stomach seemed 
to play the most important part. Two of these 
cases eventually came to operation, one for an 
acute perforation and the other because of per- 
sistence of the ulcer despite medical treatment. 
There have been other symptoms in which we 
feel that the ptotic physique played an important 
part. 





*Read in Section on Surgery, Southern Medical As- 
sociation, Twenty-First Annual Meeting, Memphis, 
Tennessee, November 14-17, 1927. 
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The presence of these various theories is con- 
clusive evidence of the fact that there are doubt- 
less many causes of ulcer formation, and that 
no one theory will fulfill all of the conditions 
present in every case. The probabilities are 
that if the histogenesis of all ulcer cases could 
be established it would be found that a combi- 
nation of these various factors played a part in 
their development. In fact, we are of the opinion 
that such has probably been the case in most 
ulcers. To us this is also a further indication 
for the use of various means at our disposal for 
the treatment of ulcer such as the removal of 
focal infections, overcoming hyperacidity, reme- 
dying anemic conditions, and various other meas- 
ures in addition to such surgical procedures as 
may be found indicated in the individual case. 

In the treatment of ulcers of the duodenum 
I suppose we may be said to be medical surgeons, 
because except in those cases where there is man- 
ifest chronicity it has been our practice to re- 
move all accessible foci of infection and to treat 
the cases by diet, rest and alkalinization long 
enough to show whether they are amenable to 
these measures. Quite a number of patients are 
thus symptomatically and _ roentgenologically 
cured. 

In the preliminary treatment of all operative 
cases, except those of an emergency character, 
the clearing up of focal infections should pre- 
cede and not follow the major operation. It is a 
foregone conclusion that any measures adopted 
should have for their object the removal or cure 
of the lesion with as little derangement of the 
normal physiological and anatomical relations as 
possible. 

In the subsequent remarks our statements will 
be based upon the experience of the past twenty 
years, during which time we have adopted those 
measures which appealed to our reasoning as be- 
ing most nearly physiological. In the attempt to 
restore the patient to a normal state of health, 
there has been no one method that we deemed 
applicable to all cases. We have employed most 
often and with most satisfactory results posterior 
no-loop gastro-jejunostomy. While from an ana- 
tomical standpoint this does not meet all the in- 
dications, from the standpoint of creating a con- 
dition favorable for the cure of duodenal ulcers 
and the relief of symptoms it has proven very 
satisfactory. Where we have not obtained the 
most desirable results it has not been the fault 
of the operation, but of the technic. 


During our early experience we had a patient who 
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six weeks following the operation developed a vicious 
circle. Upon re-operation this was found to be due to 
a spur of the jejunum which acted to deflect all of the 
duodenal contents into the stomach and prevented the 
egress of the stomach contents into the distal limb of 
the loop. Th‘s was taken down and an anterior Roux 
operation done, with relief of most of the symptoms. 
Fortunately for us this occurred early in our practice 
and made us extremely careful afterwards not to violate 
the simple mechanical principles involved. 

By reducing the acidity of the stomach con- 
tents one lessens their irritating effect upon the 
ulcerated area. It has been claimed that in the 
gastro-enterostomized patients the stomach con- 
tinues to empty itself by way of the pylorus. 
While to a certain extent this is true, the major 
portion of the content in our observation has 
passed by way of the new route, thus affording 
real physiological and mechanical rest to the ul- 
cerated area. As Guerry says, any procedure 
which will attain these three ends will give a 
healed ulcer. 

Gastro-enterostomy is indicated in all ulcers of 
the duodenum except the easily accessible ones 
which are amenable to excision and pyloroplasty, 
or the bleeding ulcers and acutely perforating ul- 
cers in which it may or may not be combined 
with simple closure of the perforation. Dr. Bal- 
four summed up the present status of gastro-en- 
terostomy in an article read at the meeting of 
the American Medical Association in Chicago in 
1923, in which he said: 

“At the present time . .. there is no conclusive evi- 
dence that any operation is more useful than gastro- 
enterostomy in cases of chronic duodenal ulcer, except 
in carefully selected cases. Although partial gastrectomy 
may be indicated in cases in which there is a persistent 
recurrence of the ulcer after gastro-enterostomy, since 
this recurrence is not over 3 per cent it would be diffi- 
cult to justify partial gastrectomy in 100 cases of non- 
malignant disease in order to prevent such a small per- 
centage of recurrences, particularly when such recurrence 
can be dealt with satisfactorily by secondary operation. 
Gastro-enterostomy is not destructive. The operation in 
suitable cases can be depended upon to give excellent 
and permanent results in more than 90 per cent of 
the cases; and it has a distinct advantage over all 
other operations for peptic ulcer, in that after the ulcer 
has completely healed the anastomosis may be discon- 
nected with ease and safety, if desired.” 

Next to gastro-enterostomy in the treatment 
of duodenal ulcer come pyloroplasties with ex- 
cision of the ulcer. The field for these opera- 
tions is limited, but where they can be utilized 
they are especially valuable. 

Horsley’s operation has always particularly ap- 
pealed to us, in that it enables one to remove the 
ulcer, limit sphincteric action and at the same 
time leave the field of operation in practically a 
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normal anatomical and physiological condition. 
Those patients in which this operation has been 
used have had, after the first few days, an unusu- 
ally comfortable and easy convalescence. As 
Horsley says, it is advisable during the first three 
or four days to use repeated lavage. My prefer- 
ence, as indicated above, where the lesion is ac- 
cessible and can be easily removed, is to adopt 
this in connection with a pyloroplasty. | How- 
ever, should one so desire excision can be com- 
bined with a gastré-enterostomy. 


During the past five years there has developed 
particularly in European surgical circles a trend 
toward ultra-radical treatment for all ulcers of 
the duodenum. Pylorectomy, but especially par- 
tial gastrectomy, is employed in practically all 
cases, the theory being that the ulcer should be 
removed in toto and the acid secreting portion 
of the stomach, which the Europeans _re- 
gard as the main etiological factor, done 
away with at the same time.  Finisterer 
is an ardent advocate of this type of 
operation and claims most wonderful re- 
sults. I have upon a few occasions resected the 
duodenum and pyloric end of the stomach for 
bleeding ulcers. In these the results have been 
entirely satisfactory. However, not all resections 
run an uncomplicated course. Resection of the 
ulcer, particularly bleeding ulcer, combined with 
closure of the duodenal stump and either Bill- 
roth’s second method or some modification of 
Polya will no doubt always have a field of use- 
fulness in selected cases, particularly in this type 
of ulcer, but the procedure is certainly attended 
by greater risk and a higher mortality than 
gastro-enterostomy without, in our estimation, 
proportionately curative advantages for the gen- 
eral run of ulcer cases. 

In the treatment of acute, perforating ulcers of 
the duodenum more depends upon the length of 
time that has elapsed since perforation than upon 
any other individual factor. We have no stereo- 
typed procedure in such cases, the larger num- 
ber having been treated by simple closure with 
reinforcement with a patch of omentum, Should 
conditions apparently on account of the friability 
of the tissues appear to be unfavorable for the 
prevention of further leakage, we have content- 
ed ourselves with doing an anterior gastro-ente- 
rostomy in combination with the closure of the 
perforation. I must confess that I have always 
felt a great hesitancy in opening up the lesser 
peritoneal cavity and doing a posterior opera- 
tion in the presence of a field which in all 
probability was badly infected. The results in 
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these cases are usually much better than one 
would expect. 

The complications and post-operative sequelae 
following gastro-enterostomy are: first, the de- 
velopment of a vicious circle; second, the de- 
velopment of gastro-jejunal ulcer which is said to 
be present in 2 per cent of all cases; third the 
recurrence of ulcer; and fourth the development 
of what is known as the dumping stomach. The 
first and last conditions are usually the result of 
faulty technic and should not be held against 
the operation itself. Since gastro-jejunal ulcer 
occurs in only 2 per cent of cases, we feel justi- 
fied in taking that risk on account of the in- 
creased safety of the operation from every stand- 
point. Should a gastro-jejunal ulcer occur, one 
can still resort to more radical surgery. 


Besides the above we have during the past 
twenty-four months noted as a post-operative 
complication in four cases the development of a 
severe type of stomatitis, the inflammatory condi- 
tion involving the pharynx as well, and judging 
by the subjective symptoms probably the stom- 
ach and esophagus. 


As to whether the condition was due to a 
nutritional disorder, to the physiological changes 
incident to the operation, or to some consti- 
tutional dyscrasia we have been unable to say. 
The symptoms usually intervene about the sev- 
enth or eighth day and from a clinical point of 
view are very suggestive of either scurvy or 
pellagra. That it is not the latter is shown by 
the negative history, and the later non-reappear- 
ance of the symptoms. 

The condition responds readily to anti-scorbu- 
tic treatment. The forcing of fruit juices and 
the feeding of a liquid mixture of Irish potato 
and sweet milk has been curative in all cases. 

Surgical intervention in ulcers of the duodenum 
has for its object three main purposes: first, 
to remove if possible the pathological condition; 
second, to change the reaction of the stomach 
contents sufficiently to permit the healing of the 
ulcerated area; and third, to restore as nearly 
as possible normal physiological action of the 
organ involved. 

The European surgeons, as noted above, are 
as a rule ardent advocates of extensive destruc- 
tion or removal of gastric tissue. We have been 
rather conservative in our attitude as to the radi- 
cal treatment of small ulcerative conditions. 
Where we have had occasion to adopt radical 
measures, the results in all but one case have 
been perfectly satisfactory. 
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In this patient upon whom a posterior Polya had 
been done, the stomach emptied itself immediately, the 
barium meal taking exactly five minutes to travel from 
stomach to cecum. The patient developed a diarrhea 
with the most acute abdominal pain, and lost weight 
and strength until she became a mere shadow of her 
former self. On account of her increasingly serious 
condition it became necessary to take down this opera- 
tion, and do an anterior gastro-enterostomy with an 
entero-enterostomy, which gave complete relief of symp- 
toms. Neither are these extensive operations entirely 
free from the development of post-operative sequelae, 
such as ulcer. : 

In the after-treatment of ulcer cases we place 
the patient under the care of an internist who 
keeps in close touch with him for some time, 
usually two or three months. A large proportion 
of patients who have had operations upon the 
stomach or duodenum manifest some degree of 
discomfort following the ingestion of a meal for 
a few months following operation. This no doubt 
is due to the fact that the food is not well di- 
gested, nor has it been as well mixed in the 
stomach as it is normally. When it reaches the 
jejunum there is a certain amount of irritation 
due to the above mentioned factors, and also to 
the fact that this portion of the bowel has not yet 
become habituated to receiving food with only 
this preliminary preparation. Frequently, we 
have relieved these patients of considerable dis- 
tress by at first partially digesting their food, 
until Nature has had an opportunity to adapt 
itself to the aitered conditions present. 

As to the surgical indications for ulcer of the 
duodenum we do not believe that there is any 
one operation or technic applicable to all cases. 
Each case should be treated according to the 
indications present with at all times the main 
principle in view of removing if practicable the 
pathological condition and restoring the organ to 
normal physiological function. 
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DISCUSSION (Abstract) 


_ Dr. Charles T. Chamberlain, Natchez, Miss.—Accuracy 
in diagnosing a duodenal ulcer is the prime considera- 
tion. I mean not only the clinical and roentgenological 
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diagnosis, but actual inspection and palpation. In some 
instances inspection is not thorough enough, and the 
results in gastro-enterostomy for ulcer are poor when we 
are dealing with other conditions than duodenal ulcer. 

As to massive excision, until we know more about the 
etiological factors it seems to me that conservative 
surgery is best. It has been proven that posterior gas- 
tro-jejunostomy is the operation of choice in ulcers. 
When the ulcer is small jejunostomy is sufficient. .In 
more extensive cases the excision of the ulcer, fol- 
lowed by gastro-jejunostomy, will give excellent clinical 
results. 


I think the late Dr. Ochsner first called our attention 
to the use of absorbable material in performing a gastro- 
jejunostomy. With the use of such materials the inci- 
dence is even smaller than 2 per cent, in my opinion. 

Regarding foci of infection, it seems to me that in the 
well diagnosed case of gastro-duodenal ulcer we would 
do well to tackle the ulcer first and then take care of 
the focal infections, since we are still at sea as to the 
cause of ulcers. 


Dr. Gamble (closing)—In reference to the time of re- 
moval of focal infection, our experience has been that 
if we do the major operation first the patient is liable 
to neglect the focal infection, and we think it is just 
as essential to eliminate the primary causative factors 
as to remove the ulcer. It has been shown by Rosenow 
that many ulcers certainly are due to the presence of 
focal infection around the teeth, tonsils and sinuses, and 
if we remove these sources there is less chance for re- 
currence. We can more nearly cure of the condition if 
we eliminate the infection first. It has been shown in 
the pediatric department that infections of the pharynx 
and ear are the cause of many gastro-intestinal in- 
fections in children, and we think the same _ thing 
holds true of the condition in adults. These should be 
thoroughly eradicated, then if necessary we can go ahead 
with radical surgery. 





RECENT OBSERVATIONS ON HYPER- 
PLASTIC SPHENO-ETHMOIDITIS* 


By F. E. LeJeune, M.D., 
New Orleans, La. 


I should like to present for your consideration 
three definite groups of cases involving the pos- 
terior sinuses. 

In the first group we have placed the polypoid 
cases involving the posterior sinuses, but not at- 
tended by clinical ocular symptoms. This in- 
cludes those cases of marked polypoid formation 
accompanied with pus production, whose gross 
pathology is so evident that the diagnosis is be- 
yond question. Headaches are of common occur- 
rence and these cases are further characterized 
by frequent colds with a more or less constant 
discharge of pus from the naso-pharynx. This 
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pathological condition is usually accompanied 
by polypoid degeneration of the middle turbi- 
nate. This, with the existing polypi, produces a 
marked obstruction of the nasal cavities. Chronic 
posterior sinusitis, when accompanied by these 
pathological changes, is easy to diagnose and 
yields best to surgical efforts. While the x-ray is 
unnecessary from a diagnostic standpoint, it is 
an invaluable aid when surgery is considered. 
Owing to the wide variations in ethmoidal exten- 
sions, it is impossible completely to exenterate 
the ethmoidal labyrinth in all cases by any intra- 
nasal operative procedure. However, a spheno- 
ethmoidectomy properly performed in these 
cases is productive of good surgical results. We 
never cease to wonder at the rarity of clinical 
symptoms referable to the eye in these cases of 
marked polypoid changes with pus formation. 

In the second group we have placed those 
cases which present negative eye symptoms while 
the radiographs show slight hyperplastic changes. 
Observation has proved that this group of pa- 
tients invariably have marked septal deflections 
and the radiological changes noted are a direct 
result of bad ventilation and drainage. Patho- 
logical conditions and symptoms vary according 
to the degree of the septal deflection. A slight 
deflection of the septum may produce no symp- 
toms while a marked deviation will produce 
symptoms of obstruction to either respiration or 
drainage. Cystic turbinates may so interfere 
with ventilation and drainage as to help produce 
post-nasal discharge and, in the high deviations, 
frontal headaches. 

A sub-mucous resection of the septum in those 
cases of deficient ventilation and impacted turbi- 
nates will relieve this group of cases when pain 
is the predominant symptom or when the post- 
nasal discharge is slight. In addition to sub- 
mucous resection it occasionally becomes neces- 
sary to remove cystic or impacted middle tur- 
binates to promote ventilation and for the relief 
of intra-nasal pressure. 

The third group represents those cases pre- 
senting positive eye changes and macroscopically 
negative nasal phenomena. This group, embrac- 
ing the hyperplastic spheno-ethmoidal conditions 
has, until recently, proved difficult to diagnose 
accurately. The sphenoid and posterior eth- 
moidal cells are so closely related that patholog- 
ical conditions affecting this area usually include 
both groups of sinuses. Anatomical considera- 
tion and familiarity with this region is of vital 
importance. When we pause to think of the 











October 1928 


structures in close proximity we marvel that 
more complications do not occur. The posterior- 
superior and lateral walls of the sphenoid and 
posterior ethmoids are extremely delicate and to 
all appearances should easily permit extension of 
an infection into a neighboring area. 

Our conception of true hyperplastic spheno- 
ethmoiditis is one devoid of polypoid formation 
and pus secretion. It is a situation attended 
with a marked fibrous increase of the muco-peri- 
osteum lining the sinuses. In the course of the 
pathological changes the glandular elements are 
likewise involved, showing an increase in fibrous 
content with marked diminution in glandular 
structure. No symptom group in our experience 
is pathognomonic of the hyperplastic type of 
spheno-ethmoidal sinusitis. While it is true 
that pain is the most constant and predominant 
symptom, we have found instances of definite 
abnormality in this district without pain. These 
are the secreting cases of naso-pharyngitis, 

The proximity of the spheno-palatine gan- 
glion with its widely distributed fibers has a 
tendency to increase our difficulties. Sluder, in 
his excellent works, has clearly shown how pain 
due to any disturbance of the ganglion may be 
referred to the frontal, parietal and occipital re- 
gions as well as to the neck and shoulders. In 
spite of the pathological changes and existing 
symptoms, this region presents to the eye of the 
observer, either directly or by means of the 
naso-pharyngoscope, changes so slight that it is 
well-nigh impossible to distinguish from the nor- 
mal. We have progressed to the point where we 
can detect hyperplastic changes of the posterior 
tip of the middle turbinate. The existence of 
this condition arouses our suspicions of patho- 
logical changes in the posterior ethmoidal dis- 
trict. Many times, however, after a most thor- 
ough examination, including a careful history, 
transillumination, direct examination of nasal 
cavity and posterior pharyngeal space, together 
with the use of the pharyngoscope, occasionally 
in conjunction with mild suction, we are reluc- 
tantly forced to render a negative report. 

With all else negative we are dependent upon 
the radiologist and ophthalmologist for further 
information. The Granger technic is used in 
all our sinus pictures and the Granger line is 
carefully studied for any evidences that might 
indicate to us existing abnormality. We have 
used this method over a period of years and 
are becoming more and more convinced that 
the Granger line is of great diagnostic value. 
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Pathological conditions existing in the sphe- 
noid and posterior ethmoidal cells, even though 
indistinguishable to the eye, may so affect the 
optic nerve that a retro-bulbar neuritis is pro- 
duced. According to the prevalent theories, this 
neuritis may be produced by direct absorption 
of toxins, by edema with stasis and by hyper- 
plasia with pressure. Irrespective of the method 
of production, but appreciating the importance 
of an early diagnosis, the ophthalmologist is 
asked to report particularly on color acuity and 
changes in the visual field. In a series of cases 
we have found that those patients upon whom 
the ophthalmologist has made a diagnosis of 
diminished color acuity with concentric contrac- 
tion of the visual fields, usually return from the 
radiologist with a diagnosis of hyperplastic sphe- 
noiditis. With these two diagnoses, we have 
found that conservative measures such as shrink- 
ing the middle turbinates, or the use of argy- 
rol tampons, mild suction and irrigation are of 
little value. In these cases a spheno-ethmoidec- 
tomy is advised. 

Any method of opening the posterior ethmoidal 
cells and the sphenoid is attended with a certain 
amount of danger. The most competent rhinolo- 
gist may at times experience difficulty in per- 
forming a spheno-ethmoidectomy. It is a pro- 
cedure which should not be attempted by all, 
and by none without careful and deliberate con- 
sideration. The question of surgical technic is 
of great importance, for any surgery in this re- 
gion should be done with thorough appreciation 
of anatomical variations. It is highly important 
that a large opening be maintained in the ante- 


rior wall of the sphenoid. Closure of this open-— 


ing has frequently resulted in the return of pain 
and eye symptoms. In these cases of spheno- 
ethmoidal sinusitis which give us the greatest 
difficulty in diagnosis and whose surgical follow- 
up is attended with least satisfactory results, we 
cannot help but feel that the reason lies in the 
bone condition, but because of its anatomical 
relations it is impossible to remove the bone 
radically. Many cases show little or no disease 
at the time of operation, but when symptoms 
subside and ocular manifestations return to nor- 
mal, or show considerable improvement follow- 
ing operative procedure, we feel that our efforts 
have been rewarded. 

That these two conditions, hyperplastic sphe- 
no-ethmoiditis and diminished color acuity with 
concentric contraction of the visual fields should 
occur simultaneously and frequently in patients 
presenting similar symptoms has led us to hope 
that the existence of this syndrome would be of 
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great diagnostic value if confirmed by other ob- 
servers. Hume and Brown reported a series of 
sixty cases of hyperplastic sphenoiditis in which 
surgical intervention resulted in improvement in 
all cases. Our series of forty-three cases is 
equally dramatic in the results obtained. 


The two following case reports have been se- 
lected as representative of the third “type of 
cases described: 


Mr. W. W., age 47, had a history of headaches over 
a long period of time. General physical examination 
showed nothing of importance. The usual otolaryngo- 
logical examination showed only a very mild deflection 
of the septum. He was referred to Dr. Brown for oph- 
thalmological study and the following report was re- 
turned: “The fundi are free from abnormality. A 
slight refractive error exists, but not of sufficient sever- 
ity to cause symptoms. The visual fields show concen- 
tric contraction for form and color, more marked in 
the left eye.’ The radiologist reported a hyperplastic 
sphenoiditis, more pronounced on the left side. A bilat- 
eral spheno-ethmoidectomy was performed on March 
21, 1927. Examination one month later showed vision 
for color and form improved and headaches completely 
absent. 


Mrs. W. W. G., age 32, was first seen on May 13, 
1927. She complained of headaches for the preceding 
seven months. Physical examination was negative. The 
usual nasal examination revealed no abnormality. In 
spite of negative findings both antrums and sphenoids 
were irrigated through the normal estia and found to be 
negative. X-ray report showed a hyperplastic sphenoid- 
itis on both sides. Dr. M. Earle Brown reported as 
follows: “Central visual acuity is normal in each eye. 
Intra-ocular tension is normal; there is no muscle im- 
balance. A slight refractive error exists, not sufficient 
to produce symptoms. Color acuity is diminished in 
both eyes and the peripheral fields are contracted for 
form and color, the greatest contraction being in the 
right eye.” A bilateral spheno-ethmoidectomy was per- 
formed on May 18 and hyperplastic tissue found in both 
sphenoids. On May 26 the patient declared she was 
very much improved, headaches having ceased. On 
July 8, 1927, Dr. Brown reported as follows: ‘“Exami- 
nation shows considerable improvement in both eyes. 
The color fields are more nearly normal than formerly, 
which is a favorable condition.” On October 17 the pa- 
tient returned with headaches. Examination showed 
that the left sphenoidal opening had closed. This was 
reopened and her symptoms subsided. 
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RETINAL BEHAVIOR AS INFLUENCED 
BY THE SPHENOID SINUS* 


By M. Earte Brown, M.D., 
New Orleans, La. 


The retina, the perceptive structure of the 
eye, is its innermost tunic, being formed by the 
expansion of the optic nerve. Like the web 
of the arachnida, it is super-imposed upon the 
chorioid. The macula lutea, that part of the 
retina concerned chiefly with central vision, is 
in consequence the most sensitive portion. It 
is located centrally and_ posteriorly, and 
through the papillo-macular bundle has a direct 
pathway to the primary optic centers. This 
important bundle comprises one-third of all the 
fibres of the optic nerve; the nasal, supra- 
temporal and infra-temporal bundles compris- 
ing the remaining two-thirds are concerned with 
intermediate and peripheral vision. As it leaves 
the eyeball, the papillo-macular bundle is lo- 
cated on the outer side, but approaches the 
center at the optic foramen and remains in this 
relation as far as the chiasm. The bundle is 
triangular immediately behind the _ eyeball, 
round through its course in the optic foramen, 
and near the chiasm it becomes oval. 

Van der Hoeve studied with the radiograph 
50 optic foramen canals of 25 normal persons, 
finding the average diameter to be 5.35 mm.; 45 
canals were approximately circular, while 5 ca- 
nals were slightly oval. Twenty-five cases of 
optic nerve involvement were examined averag- 
ing 4.68 mm., and 25 canals were oval. 

One can only surmise how many of the 25 
cases of optic nerve involvement would have 
shown hyperplastic changes within the sphenoids 
had they been investigated. 

White, commenting upon Van der Hoeve’s 
studies, states: 

“The function of the optic nerve with retro-bulbar 
neuritis is far more endangered in a narrow canal 
than in a wide one, and if the future studies show 
similar findings, it will mean that a canal of 4 mm. 
or less, in a case of severe optic nerve involvement, 
indicates the necessity for immediate ventilation of 
the posterior sinuses to prevent permanent atrophy, 
unless some other definite focus can be found.” 

The suggestion to ventilate the posterior si- 
nuses was indeed a contribution, and has met 
with much success in my experience. I recom- 
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mend ethmo-sphenoidectomy in cases of peri- 
neuritis and in hyperplastic sphenoiditis where 
the peripheral field contractions extend to or 
beyond the intermediate zone. 

McMahon, in his survey of 70 cases, executed 
under the extra-mural preceptorship of Dr. 
Greenfield Sluder, presents the pathologic his- 
tological features of the hyperplastic type of 
sphenoiditis. 

Green, working with Sluder, reported cases 
of contracted peripheral fields in hyperplastic 
sphenoiditis, and many other observers have 
followed. 

Peter studied the blind spot, confirming van 
der Hoeve’s measurements of its size, 7 degrees 
in length and 5 degrees in width, an increase 
of two degrees and over, being considered path- 
ological, the shape and direction of the enlarge- 
ment being of great importance, as in sinus 
disease the enlargement is concentric. 

This was observed by me in cases of poste- 
rior ethmoiditis of the sclerotic type (potentially 
sphenoiditis) with peripheral field contractions 
(concentric) for form and colors, central sco- 
toma, lowered color acuity threshold, and di- 
minished central vision. 

Granger’s contribution for the diagnosis of 
hyperplastic sphenoiditis with radiographic ob- 
servations of the line which bears his name and 
my ocular surveys coincide. 

The role of the retina in sphenoiditis is mani- 
festly great because it offers valuable informa- 
tion; it clearly defines a hyperplastic disease 
from the purulent type and records the extent 
of the disease, establishing the indications for 
surgery, and records the convalescent period 
and recovery. 

I have found the following in the purulent 
type: central scotomas, concentric enlargement 
of the blind spot, concentric contraction of the 
peripheral fields for form and colors, lowered 
color acuity threshold, and diminished central 
vision. In the hyperplastic type, there is no 
loss of central vision for form, but a greatly 
reduced threshold for colors (central) red 3 mm. 
test object, green 5 mm., and blue 7 mm., vary- 
ing with the severity of the disease from 20 to 
98 per cent loss. In this type the periphery 
often presents concentric contractions down to 
the tenth meridian central zone for form and 
colors. These fields simulate those of optic 
atrophy, and yet they will improve 20 degrees 
fifteen days following operation and become 
normal within six months. 
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In other cases the contractions will be 
greater in one eye than in its fellow, central vi- 
sion remaining normal in both eyes, but with 
diminished color acuity upon the side of great- 
est contractions. The severity and the progress 
of the disease are determined by the contractions 
and retrogressions for form and colors in the 
periphery. The percentage of optic nerve in- 
volvement is determined by the color acuity 
threshold. 

One can easily visualize such behavior when 
the attention is directed to the normal retina. 
Form having the longest wave length is im- 
pressed upon the percipient screen equally cen- 
trally and peripherally, but observe the colors: 
blue follows green, which in turn follows red, 
centrally, while peripherally blue is seen best, 
then red and finally green. 


Ample material for these studies was afforded 
by the clinics at Mercy and Charity hospitals. 
In the Ophthalmological Division of the latter 
institution 1648 patients were treated during 
August, 1927. 
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DISCUSSION (Abstract) 
Papers of Dr. LeJeune and Dr. Brown. 


Dr. Gill W. Blackshear, Opelika, Ala—A paper like 
the one that has just been presented by Dr. Brown 
will, at first, I think, be met with a great deal of 
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skepticism and doubt. This attitude would be per- 
fectly justified in view of the limited observations 
along these lines that are recorded in the literature. 


When my attention was first drawn to the concen- 
tric contraction of the peripheral field for form and 
color, as a diagnostic possibility in sphenoiditis, I had 
Serious misgivings and doubts. Because I could not 
visualize, I could not understand the why nor the 
how. Although it has been explained, still I do not 
understand how these pathognomonic changes in the 
visual field are caused in sphenoiditis, particularly of 
the hyperplastic type. Still it has been proven con- 
clusively, so far as I am concerned, that Dr. Brown 
has given us a valuable diagnostic aid in locating 
sphenoid involvements. 

For quite a while, when the opportunity was of- 
fered, my associate, Dr. Cooper, and I tried to prove 
the conclusions of Dr. Brown to be in error. When- 
ever we encountered a patient presenting the concen- 
tric contraction of the peripheral field for form and 
color, with the other visual changes (concentric en- 
largement of the blind spot, lowered acuity threshold 
and diminished central vision) that Dr. Brown has 
presented as being characteristic of either purulent or 
hyperplastic sphenoiditis, we considered every other 
possibility before the sphenoid. All foci of infection, 
blood, tonsils, teeth, kidneys, wherever found, as far 
as possible were first eliminated. After three or four 
weeks, if the contracted field had shown no retrogres- 
sion, or beginning retrogression, which it never did, 
the sphenoid was then considered. In every case pre- 
senting the picture, or pictures, described by Dr. 
Brown, we have found a sphenoid, or ethmo-sphenoid 
involvement. Following surgical intervention the con- 
tracted field has, usually, in three to four weeks 
shown a retrogression of from 15 to 20 degrees, and 
has in four to six months either approached, or was 
rapidly approaching, the normal limits. 


We are all governed more or less by personal expe- 
rience and observation in arriving at conclusions. It 
was my rare good fortune to be rather closely asso- 
ciated with Dr. Brown for about a year and a half 
during his earlier experiments and investigations. I 
have seen many times, without a single failure, his 
diagnosis of hyperplastic sphenoiditis confirmed by the 
radiologist and otolaryngologist. I have seen and 
studied during that time the retinal behavior; in hy- 
perplastic sphenoiditis, the concentric contraction of 
the peripheral field for form and color and lowered 
color acuity threshold. Always following surgical in- 
tervention, the concentric contraction of the periph- 
eral field has returned to normal in four to six months, 
and the color acuity threshold has rapidly returned 
to normal. These dramatic results, with my own in- 
consequential experiments with the peripheral fields, 
have convinced me that Dr. Brown has not only given 
us what will ultimately prove a diagnostic aid of ines- 
timable value, but has made a most scientific contribu- 
tion to modern medicine. 


Dr. John J. Shea, Memphis, Tenn—Hyperplastic 
spheno-ethmoiditis is a diagnosis that comes back from 
the x-ray department more often than from the sur- 
geon. It may be that the radiologist uses it in an 
effort to cover the multitude of pathological findings 
that he sees in the picture. We do not appreciate it 
as a diagnosis because no two men apparently feel 
the same towards it, and often when the diagnosis of 
hyperplastic spheno-ethmoiditis is returned we feel that 
the x-ray man is not sure what is present. 
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In the Granger line we have at least an attempt at 
something stable and definite. The question of how 
this change can be brought about needs further study. 
I feel that cases of sinus infection develop a hyper- 
plastic condition because of a combination of factors. 
First, is an inherited weakness in the sinuses; for ap- 
parently the tendency to sinus diseases is inherited. 
In our sinus work in children often we find that we 
have treated the parents for sinus disease. Second, 
in all the hyperplastic cases the patients when children 
had symptoms that were very suggestive of sinus dis- 
ease; so it apparently is the result of the combined 
action of heredity and early infection not manifested 
perhaps until later on. 

The treatment is different. In the younger ones it 
is generally medical, and in the late cases surgical. We 
believe that by keeping up the general immunity of 
the individual we take the burden off these sinuses, and 
by keeping the younger patients healthy we can in 
great measure prevent hyperplastic changes in the 
adult. 


Dr. M. F. Arbuckle, St. Louis, Mo—We are in full 
accord regarding the diagnosis and treatment of the 
cases mentioned by Dr. LeJeune in Group I, but I am 
not sure that I understand exactly what he means by 
the other two groups. 

In Group II, I assume that he means to say that 
deflection of the nasal septum frequently is an im- 
portant etiological factor in producing hyperplastic 
spheno-ethmoiditis by inducing deficient ventilation 
and drainage, and that resection of the septum will 
give permanent relief. If this is what he means, I 
regret to state that I cannot agree with him. It is 
true that in some cases in which eye disorders are sec- 
ondary to sinus disease, relief of the eye condition is 
obtained by a submucous resection. It is my experi- 
ence, however, that the relief, as far as headache and 
other symptoms are concerned, is often only tempo- 
rary and that the sinus disease must be treated, usually 
surgically, before permanent relief is obtained. 

I have recently had several cases in my own practice 
in which a submucous resection had been done for the 
relief of headache, without satisfactory results. 

As Dr. Shea has just said, I have seen a number of 
children with sinus disease whose parents also have 
sinus disease. I do not know whether this is a matter 
of heredity or coincidence, but I am sure hygienic 
treatment, and measures to, take care of the general 
health, are important in the treatment. 

My experience with changes in the color fields, due 
to sinus disease, has not been sufficiently uniform to 
justify any conclusions, but it is my impression that 
this subject was fairly well worked out several years 
ago and has more or less fallen into disuse. The 
changes in the visual field for objects is, I think, a 
much more dependable symptom and_ therefore of 
greater value. 

Dr. LeJeune has not mentioned the use of the arc 
light for posterior nasal examination. I think the arc 
light is a most important part of our armamentarium 
in the study of cases in which hyperplastic sphenoid- 
ethmoiditis is suspected. 

My experience with the Granger line is limited, and 
I am not in a position to speak of its value. To date 
we are not at all satisfied with our ability to diagnose 
inflammatory disease in the sphenoid and posterior eth- 
moid region by radiograph. 

In my experience, diagnosis of hyperplastic spheno- 
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ethmoiditis must depend chiefly on the findings by 
visual examination. In the major portion of these 
cases, a hyperplastic change can be visualized, provided 
the pure white light is used. It is a well-known fact 
that even in cases with serious complications, the 
changes which go to make up the diagnosis, namely, 
infiltration, change in color, increased secretion, and 
change in contour, are very slight and can be seen 
only with proper illumination. 

The naso-pharyngoscope offers invaluable aid in the 
study of this region in certain cases, particularly in 
infants and young children, and adults who do not 
submit readily to examination with the mirror. 

Operation in these cases is serious and dangerous, 
and the wonder is that the mortality is low. There 
are many cases, however, in which surgical treatment 
seems the only means of affecting a cure. 


Dr. Harris P. Mosher, Boston, Mass—There is no 
subject I know less about than hyperplastic spheno- 
ethmoiditis. I have tried to be open-minded and learn 
about it, but I am still in doubt, although I am be- 
ginning to feel that somebody has something up his 
sleeve which will give some light on the subject, but 
that he has not produced it when he has been playing 
with me. 

I cannot see, if a condition is as constant as this 
is reported, why you have to go to such extreme limits 
in diagnosis. I do not see why there are not more 
cases in which there is myocardial disease, because 
these are very, very rare. 

Speaking of the color fields, years ago Coffin, of 
New York, came out with a paper which was greeted, 
as was this paper, as an epoch-making paper in rhi- 
nology. That has all died down; we have not heard 
much about it of late. There must be something in 
it, but why should it loom on the horizon so tremen- 
dously and then die down? 

I am in sympathy with this work, but it has not 
been proven to my poor, weak mind, and I am al- 
most inclined to say that the Slaughter of the Inno- 
cents mentioned in Scripture is nothing as compared 
with the slaughter of the ethmoids caused by the diag- 
nosis of hyperplastic spheno-ethmoiditis. 


Dr. Frank R. Spencer, Boulder, Colo—I operated 
upon a case recently, in which I have every reason to 
believe the degree of involvement of the left optic 
nerve could be directly attributed to the involvement 
of the left sphenoidal and left posterior ethmoidal 
cells. 

I am familiar with the contention of some ophthal- 
mologists; I believe Verhoeff contends they get as good 
results when the sinuses are not opened as when they 
are. We cannot attribute all eye lesions to sinus dis- 
ease, but much weight should be attached to the state- 
ment of deSchweinitz that when you cannot find any 
other demonstrable cause, it is better to give the pa- 
tient the benefit of the most you can possibly do for 
him. 

Dr. Edward Jackson, Denver, Colo—I have had 
little experience with the sinuses as sinuses, but I have 
met their influence in consultations with rhinologists. 
Some cases recover without having the sinuses opened, 
but the most rapid improvement under treatment fol- 
lows opening of the posterior ethmoid and sphenoid 
sinuses. That improvement has been so striking and 
so rapid that it has forced on me the suggestion, and 
on others, that simply the local bleeding that occurred 
in connection with the opening is the factor that brings 
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about the immediate and striking improvement. Re- 
coveries without any interference with the nose in these 
cases sometimes have been as complete in the end 
as those that followed the opening of the sinuses. On 
the other hand, I can remember some cases in which 
probably vision would have been saved if we had 
then understood the value of opening the sinuses early. 
When these changes in the field of vision occur, some- 
times a distinct limitation of the field, at other times 
a relative scotoma, if improvement does not begin, or 
there are not other indications for treatment, I believe 
full justice has not been done to the case unless, ex- 
perimentally if you choose, the sinuses have been 
treated. 


Dr. Robert Caldwell, Little Rock, Ark.—Nothing else 
in my line of work has caused me more trouble than 
making a diagnosis in posterior ethmoid and sphenoid 
conditions. I use the arc light that Dr. Arbuckle 
speaks of. I think I know how to use the laryngo- 
scope, the mirror and the speculum; I have studied 
the mucous membrane and secretions; I have studied 
little scabs from the nose, and I have hardly ever 
been certain of hyperplastic ethmoids and sphenoids 
from the investigations I have made. We have used 
the Granger method, and I have the most wholesome 
respect for a diagnosis made by a competent roent- 
genologist. In our office we have operated upon prob- 
ably a hundred cases of sphenoiditis, mostly on x-ray 
diagnosis, and the results we have gotten in obscure 
headaches and failing vision have convinced me of the 
value of the x-ray. 

We are not radical in our operative work. Fre- 
quently we fracture the middle turbinate and make 
a large hole in the sphenoid, not molesting the ethmoid, 
and our patients recover. 


Dr. Joseph D. Heitger, Louisville, Ky.—In the Euro- 
pean neurological clinics there is found an _ unusual 
amount of multiple sclerosis. The neurologists there 
say that we do not know how to find it. Many cases 
of multiple sclerosis are of the type which Dr. Spencer 
mentioned, with sudden loss of vision in one eye. 
The patient may have trouble for ten or fifteen years 
before multiple sclerosis begins to develop and pro- 
gress. There seem to have been few cases of multiple 
sclerosis reported in our American literature. In the 
past year I have picked up two cases of multiple scle- 
rosis upon which I shall probably operate. It is a 
good point to have a neurological surgeon go over 
your case to determine whether you are dealing with 
a multiple sclerosis. 


Dr. LeJeune (closing).—The theory advanced by Dr. 
Shea in regard to immunity and heredity is a most 
plausible one. 

I should like to say to Dr. Arbuckle that I do not 
believe submucous resection will cure all sinus condi- 
tions, but in selected cases ventilation and drainage will 
improve the pathological changes that have taken 
place within the sinus cavities. The results presented 
today are sufficient to warrant the operative procedure 
previously outlined. 


Dr. Brown (closing) —During the past four years 
many cases of blindness from optic atrophy have been 
studied that had been previously observed by the late 
Dr. Marcus Fenigold, who endeavored to trace their 
cause. Later, when I had these patients radiographed, 
a hyperplastic sphenoiditis was found upon the atro- 
phied side, and in some cases purulent sphenoiditis ex- 
isted. 


SOUTHERN MEDICAL JOURNAL 


853 


Multiple sclerosis can be differentiated from sphe- 
noiditis by clinical symptoms, seriological tests, col- 
loidal gold curve, and by abnormalities within the 
fundi. In sphenoiditis one studies (1) color percep- 
tion, central and peripheral; (2) color acuity, central, 
showing a diminished threshold; (3) visual acuity, cen- 
tral; (4) campimetric measurements of the blind spot; 
(5) peripheral fields showing concentric contractions 
for form and colors, the latter being commensurate 
with form; (6) correction of refractive errors before 
making the color acuity test; (7) derangements of bi- 
nocular vision; (8) mapping out scotomas with the 
tangent screen; (9) radiographs. 

The slides of the field studies and radiographs pro- 
jected with the lantern are scientific investigations 
made with laboratory precision. The field exhibit was 
selected from a series of cases operated upon by five 
otolaryngologists with varying technic. You observed 
that the results were the sanfe. 





CORRELATION OF PATHOLOGICAL FIND- 
INGS AND END-RESULTS IN 
CHOLECYSTECTOMY* 


By Leon S. Lippincott, M.D., 
Vicksburg, Miss. 


This study comprises 100 cases in which the 
gall bladder, removed surgically, was submitted 
for pathological examination. The cases were 
taken as they came without selection. Cases 
in which specimens of tissue and calculi were 
removed without cholecystectomy are not in- 
cluded. All gall bladders received were exam- 
ined macroscopically and microscopically, and in 
a considerable number the contents were exam- 
ined bacteriologically. Where records of blood 
examinations and other laboratory procedures 
before operation were available, these are given. 
Of the 100 gall bladders, 67 were from females 
and 33 from males, a ratio of approximately 
two to one, which is consistent with the usual 
literature reports. Pathological examination in- 
dicated predominant chronic inflammatory 
changes in 86; predominant acute inflammatory 
in 10; and no definite pathological condition in 
4, an apparent error in diagnosis of 4 per cent, 
which also is consistent with findings in the lit- 
erature. Deaver and Bortz! report an error of 
diagnosis in 3.5 per cent of a series of 903 
cases of supposed gall bladder disease. Calculi 
were present in 47 per cent of the cases of this 
series, which is a slightly lower figure than is 
usually found. Deaver and Bortz found calculi 
in 50 per cent of 903 cases and Judd, Mentzer 





*Read in Section on Pathology, Southern Medical 
Association, Twenty-First Annual Meeting, Memphis, 
Tennessee, November 14+17, 1927. 
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and Parkhill? in 54 per cent of 200 cases. Our 
percentage, if applied to all cases of gall bladder 
disease, would probably be somewhat low, as 
during the gathering of this series a number 
of specimens of calculi were received from pa- 
tients in which the gall bladder had not been 
removed. Calculi were present in 40, or 47 per 
cent, of the chronic inflammatory gall bladders, 
and in 7, or 70 per cent, of the acute inflam- 
matory gall bladders. 

Of the chronic inflammatory gall bladders, 61 
were from females and 25 from males; of the 
acute inflammatory gall bladders, 5 were from 
females and 5 from males. Only 8 gall blad- 
ders in this series were from colored patients: 
five from females, all showing a chronic inflam- 
matory condition; and 3 from males, 2 showing 
chronic inflammatory and 1 no definite abnor- 
mality. No acute inflammatory gall bladders 
from colored patients were seen. 


Calculi occurred in females 33 times, 30 times 
in white patients and 3 times in colored pa- 
tients, and in males 14 times, all in white pa- 
tients. 


The average age for all cases in this series 
was 42 years, near the average age usually 
given in statistics. The average age for all fe- 
males was 41 years; for all males, 44 years. 
The youngest patient was a colored female of 
17 years with chronic cholecystitis; the oldest 
patient was a colored male of 68 years, also 
with chronic cholecystitis. The average age for 
chronic cholecystitis in females was 41 years; 
in males, 45 years; for acute cholecystitis, 46 
years in females and 42 years in males; for 
calculi associated with chronic cholecystitis, 42 
years in females and 43 years in males; for 
calculi associated with acute cholecystitis, 50 
years in females and 46 years in males. 


GALL BLADDERS SHOWING PREDOMINANT CHRONIC 
INFLAMMATORY CONDITION (86) 


Macroscopic Appearance-—The gall bladder 
was larger than three and one-half inches long 
and one inch in diameter in 31 cases (36 per 
cent), the largest observed being five and one- 
half inches long and two and one-quarter inches 
in its largest diameter; two only were atrophic, 
the smallest being one and three-fourths inches 
long and three-fourths inch in diameter. Forty- 
seven showed definite injection of vessels; 55 
showed definite thickening of the walls. The 
lining showed a definite strawberry appearance 
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in 11; was redundant in 4, and showed various 
discolorations in 11. 

The bile was of a darker color than normal 
in 23 cases; a bright orange color in 2; red- 
brown in 2; muddy in 5; clear with fine black 
sand in 5. It was more viscid than normal in 
36. The bile was replaced by clear, colorless 
fluid with purulent streaks in 1 case; by turbid, 
gray, slightly frothy fluid in 1; and by red- 
green-brown, creamy, purulent fluid in 1. 

Microscopic Appearance—The chronic in- 
flammatory was marked in 16 cases, moderate 
in 58, and slight in 12. Passive congestion was 
present in 70; active congestion in 49; intersti- 
tial hemorrhage in nine. Some associated acute 
inflammatory was found in 17 cases; much acute 
inflammatory in 1; and slight acute inflamma- 
tory in 17. The mucosa was hyperplastic in 8 
and papillary in 2. Edema was present in 22; 
fibrosis in 41. The mucosa was necrotic or 
sloughing in 7; the wall as well as the mucosa 
was partially necrotic in 2 cases. Yellow pig- 
mentation of the mucosa was found in 1 case. 
Gland-like structures were found in 33 cases, 
being especially numerous or hyperplastic in 16 
and cystic in 2. Infiltration by eosinophils was 
found in 5. Chronic inflammatory lymph nodes 
were found adherent to the gall bladder in 4 
cases. 

The bile of 42 of the chronic inflammatory 
gall bladders was examined fresh, in stained 
preparations, and by aerobic cultures. Serum 
dextrose agar and Loeffler’s blood serum were 
used for original cultures; other media were used 
for further identification when growth was ob- 
tained. In the fresh preparations, more than a 
few epithelial cells were found only six times, pus 
once, and the blood three times. Crystals of 
various types were found in all, cholesterin crys- 
tals being predominant in 16 cases. Amorphous 
granular material was found in 21. Stained pre- 
parations showed bacteria only five times, Gram- 
negative bacilli in all instances. Positive cul- 
tures were obtained from 19 gall bladders, (45 
per cent), which is considerably higher than was 
found by Judd, Mentzer and Parkhill? who ob- 
tained 14 per cent positive cultures from the bile 
of 200 chronic inflammatory gall bladders. Cul- 
tures showed B. coli communis alone seven times, 
streptococcus three times, Staphylococcus albus 
three times, unidentified Gram-positive pleomor- 
phic bacilli twice, Staphylococcus aureus once, 
B. coli communior once, B. coli communior and 
streptococcus once, and B. coli communior and 
B. fecalis alkaligenes once. 
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The appendix was received with the chronic 
inflammatory gall bladder in 54 cases and showed 
a chronic inflammatory condition of varying de- 
gree in 43; some acute inflammatory with the 
chronic inflammatory or alone in eight; and no 
definite abnormality in four cases only. Def- 
inite fibrosis was found in 14 and atrophy in 12. 
Passive congestion occurred in 40 and active con- 
gestion in 13. Our findings seem to bear out the 
statement of Charles H. Mayo that, “There is 
undoubtedly an etiological relationship between 
appendicitis and diseases of the gall bladder in 
middle life.?” 


Blood examinations of patients with chronic 
cholecystitis made before operation showed an 
average hemoglobin per cent of 79 in 28 cases; 
an average erythrocyte count of 4,500,000 in 22 
cases; an average color index of 0.84 in 21 cases; 
an average leucocyte count of 9,300 in 47 cases; 
an average differential leucocyte count of small 
mononuclears, 26.19 per cent, large mononu- 
clears, 7.43 per cent, polymorphonuclear neutro- 
phils, 65.10 per cent, polymorphonuclear eosino- 
phils, 1.14 per cent, and polymorphonuclear 
basophils, 0.14 per cent, in 47 cases. Malaria 
was not found in any case. The Wassermann 
test performed on the blood of 43 patients gave 
a negative reaction in 34; a mildly positive reac- 
tion in eight. No strongly positive reactions 
were obtained. 

The urine in 64 patients with chronic cholecys- 
titis showed albumin in amounts from the slight- 
est possible trace to 1 per cent (by volume) in 
all but three; much indican in three; sugar in 
one; acetone in one; an increased acidity in 
eight; alkalinity in two; bile in two; pus in 17; 
blood in 29; and casts of various types of hya- 
line and granular in 23. 

Gastric analysis following a test meal was re- 
corded previous to operation in 12 cases. In 
seven, mucus was much increased; chemical 
blood was found in four. The average acidity 
was: total, 41; free hydrochloric, 20; combined, 
5. The lowest total acidity was 5, the highest 79. 
Two cases showed absence of free hydrochloric 
acid. These findings are in accord with the state- 
ment of Rice* that “a low (stomach) acidity is 
the suggestive finding in gall bladder disease.” 


ATUTE INFLAMMATORY GALL BLADDERS (10) 


Macroscopic Appearance——The gall bladder 
was enlarged in six cases; injection of surface 
vessels was present in four, a diffuse redness in 
seven. The wall was thickened in seven and 
showed mucoid infiltration in one. The lining 
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was markedly red in four; smoother than normal 
in one; ulcerated in one. 

The bile was darker than normal three times; 
more viscid than normal four times. In one case 
the bile was replaced by colorless fluid streaked 
with red and brown; in one by semi-fluid, pasty 
material; in one by much mucus and red-brown 
pus; and in one, clear, yellow bile contained 
brown, cheesy material. The gall gladder was 
empty in one case. 

From four of the gall bladders, the bile was 
examined microscopically in fresh preparation, 
in stained preparations, and by culture. Blood 
was found once, pus once, cholesterin crystals 
once, and colorless amorphous material once. By 
culture streptococcus was isolated once and B. 
typhosus once. 


Microscopic Appearance.—The acute inflam- 
matory was marked in four cases; chronic inflam- 
matory was also present in eight; edema was 
present in three; interstitial hemorrhage in three; 
mucoid degeneration in one; passive congestion 
in eight; active congestion in three; thrombosis 
in two; necrosis of the mucosa in three; yellow 
pigmentation of the mucosa in two; eosinophilic 
infiltration in two; and cystic gland-like struc- 
tures were present in one. Chronic inflamma- 
tory nodes were adherent to the gall bladder in 
two cases. 

The appendix removed with the acute inflam- 
matory gall bladders in seven cases showed a 
chronic inflammatory condition in three; passive 
congestion in one; edema in one; fibrosis in 
one; and atrophy in one. 

Blood examinations before operation in seven 
cases showed an average leucocyte count of 
10,700; an average differential leucocyte count 
of small mononuclears, 21 per cent, large mo- 
nonuclears, 10 per cent, polymorphonuclear neu- 
trophils, 68 per cent, polymorphonuclear eosino- 
phils, 1 per cent. The Wassermann test was neg- 
ative in two cases and mildly positive in two 
cases. 

The urine in five cases showed in all from a 
slightest possible trace to 2 per cent (by volume) 
of albumin; increased acidity in two; bile in one; 
hyaline casts in four; pus in two; blood in four. 


GALL BLADDERS WITH NO DEFINITE PATHOLOGICAL 
CONDITION (4) 


In the four gall bladders classed as showing no 
definite pathology, there were some findings 
which could not be placed as strictly normal. 
Macroscopically one was moderately enlarged 
and two more moderately injected. The bile 
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was darker than normal in one, and on exam- 
ination, cholesterin crystals were found in one 
and amorphous colorless material in another. 
Stained preparations of the bile showed a Gram- 
negative bacillus once and cultures showed B. 
fecalis alkaligenes twice. Microscopic tissue ex- 
aminations showed some gland-like structures in 
one and numerous gland-like structures in an- 
other. 
END RESULTS 


Follow-up statistics were obtained for 69 of 
the 100 patients whose gall bladders are included 
in this series, the length of time after operation 
when the report was made being from three 
months to seven years. With the exception of 
ten, reports are from patients operated upon 
more than one year ago. Of the reports received, 
45 are from females and 24 are from males. Of 
40 females from whom chronic inflammatory gall 
bladders were removed, 26 consider themselves 
recovered, 11 are improved, and three are unim- 
proved. Of four females from whom acute in- 
flammatory gall bladders were removed, all are 
recovered. One white woman from whom an 
acute inflammatory gall bladder with stones was 
removed, reports that in seven years she has 
gained 30 pounds in weight, feels that she is 
recovered from her gall bladder troubles, but that 
the operation caused “spinal rheumatism and ma- 
laria.” These are rather unusual complications 
of a gall bladder operation. The one female with 
gall bladder not definitely pathological is unim- 
proved. Of 20 males from whom chronic inflam- 
matory gall bladders were removed, 12 consider 
themselves recovered; seven are improved; and 
one is unimproved. Of three males from whom 
acute inflammatory gall bladders were removed, 
all consider themselves recovered. The one male 
with gall bladder not definitely pathological is 
unimproved. 

The presence or absence of stones apparently 
makes no difference in the end result. The ages 
of those patients reporting their present condi- 
tion were checked against their original condi- 
tion without interesting information except that 
four of the six unimproved cases were above the 
average age for their particular condition and 
two were below the average age. It would seem 
that if the gall bladder is to be removed, the re- 
sult is likely to be better if the patient is near 
the average age found for that particular con- 
dition, 

The reports received would seem to indicate 
that it is rather usual for patients to gain in 
weight after removal of the gall bladder. In this 
series, of those reporting, six only weigh less now 
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than before operation, these six patients having 
lost from nine to 35 pounds, an average of 14 
pounds. One of these is known to have been on 
a reducing diet. The others have all retained the 
same weight or gained from four to 60 pounds, 
an average of 17 pounds. Males and females 
gain alike. 
CONCLUSIONS 


These studies indicate that: 

(1) Cholecystitis occurs twice as frequently 
in females as in males. 

(2) Calculi accompany cholecystitis in slightly 
less than 50 per cent of the cases in which the 
gall bladder can safely be removed. 


(3) Cholecystitis is much more frequent in 
whites than in negroes, nearly 12 to one. 

(4) Cholecystitis essentially belongs but is 
not limited to the fourth decade of life. 

(5) Most acute inflammatory gall bladders 
show evidence of a preceding chronic inflamma- 
tory. 

(6) Disease of the appendix is almost a con- 
stant accompaniment of cholecystitis. 

(7) The blood in cholecystitis usually shows 
a mild simple anemia; a moderately increased 
total leucocyte count; and a differential leucocyte 
count averaging approximately normal in chronic 
cases and showing a moderate increase in poly- 
morphonuclears in acute cases. 

(8) The urine in cholecystitis usually shows 
some albumin and often shows casts and blood. 

(9) Some lowering of stomach acidity is pres- 
ent in most cases. 

(10) The results of cholecystectomy in gall 
bladder disease, as indicated by follow-up re- 
ports, are essentially good, except that from a 
modern female standpoint, the usual gain in 
weight may not be welcome. 


SUMMARY 


An analysis of laboratory findings in 100 cases 
of cholecystectomy with follow-up results in 69 
cases are given. Sixty-seven gall bladders were 
from females and 33 from males; 92 from white 
patients and eight only from colored patients. 
The average age for all cases in this series was 
42 years; for females, 41 years; for males, 44 
years. Macroscopic and microscopic tissue find- 
ings showed predominant chronic inflammatory 
in 86, predominant acute inflammatory in 10, 
and no definite pathological condition in four. 
Calculi were present in 47 per cent of all cases; 
in 46.5 per cent with chronic inflammatory and 
in 70 per cent with acute inflammatory. Positive 
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cultures of the bile were obtained in 45 per cent 
of those cases with chronic inflammatory in which 
it was examined; and in two of four cases 
with acute inflammatory. Microscopic examina- 
tion of the appendix in those cases in which it 
was removed with the gall bladder indicates 
accompanying disease in most cases. Blood ex- 
amination before operation in chronic cholecysti- 
tis shows a usual mild simple anemia and a slight 
increase in the total leucocyte count without 
much change in the polymorphonuclear percent- 
age; in acute inflammatory, a somewhat more 
marked leucocytosis and a moderate increase in 
the polymorphonuclear cells. Albumin, casts and 
blood are frequent in the urine of cholecystitis 
patients. The gastric acidity is usually mod- 
erately low. Follow-up statistics in 69 cases 
show 45 patients reporting as recovered, 18 
improved, and six unimproved. Only six pa- 
tients weigh less than before operation. 
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PERSISTENCE OF SYMPTOMS AFTER 
CHOLECYSTECTOMY* 


By Cuartes S. Wuite, M.D., 
and 


ArcuH L. Rippick, M.D., 
Washington, D. C. 


The opinion is rather prevalent among. sur- 
geons that of the patients who recover from 
the operation of cholecystectomy, 80 to 90 per 
cent are completely cured and the remainder 
are vastly improved. Failure seems to have 
occurred in such a small proportion of the cases 
that it was hardly to be considered. We have 
held very much the same opinion until a recent 
tabulation was made, based upon a question- 
naire and the re-examination of the patients. It 
is pertinent to inquire, if 80 per cent may be 
cured, to what is due the five, ten, or twenty 
per cent of failures? With the view of answer- 
ing this question we have studied the results 





*Read in Section on Gastro-Enterology, Southern 
Medical Association, Twenty-First Annual Meeting, 
Memphis, Tennessee, November 14-17, 1927. 
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of cholecystectomy three months to two years 
after the operation. 

We have no affiliation with a clinic or group 
of physicians. Our cases were referred almost 
exclusively by the gastro-enterologist, the gen- 
eral practitioner, and a few from the country 
physician. These present, we believe, a true 
cross-section of the types of case seen by the 
average surgeon in the average American city, 
and differ from those of the highly specialized 
clinic in that complete reports and laboratory 
data are not obtained from each department. 
In most instances only the laboratory tests 
which we thought would aid in diagnosis 
have been utilized. The cases which we 
shall review furnish perhaps a fairly accu- 
rate example of the surgery on this continent at 
the present time. 

Two hundred questionnaires were sent to pa- 
tients upon whom cholecystectomy was _ per- 
formed between July 1, 1925, and July 1, 1927. 
The questions were few and simple, asking if 
the patient considered himself cured, improved, 
or unimproved; what symptoms persisted, if 
any; what subsequent operation had been neces- 
sary; and what suggestion, if any, would be use- 
ful to a prospective patient or to the surgeon. 
Parenthetically, we would state, that if one is 
cursed with an exaggerated surgical ego, its cure 
can be made speedy and permanent by sending 
out such an inquiry. 

Of the one hundred and ten replies received, 
the first one hundred were classified and showed 
the following division: 

Fifty-nine per cent stated they were cured. 

Thirty-one per cent said they were better but some 
symptoms still persisted. 

Ten per cent informed us in no uncertain language 
that they were unimproved. 

In justice to ourselves an analysis of the 
thirty-one improved replies satisfied us that 
twenty-three of these could be honestly classed 
as cured. In most instances the residual symp- 
toms mentioned were constipation, pain or dis- 
comfort in the pelvic region, distention following 
meals and pains in the chest. This re-classifi- 
cation placed the cured at 82 per cent, the im- 
proved at 8 per cent and the unimproved at 10 
per cent. The ten unimproved cases were of 
the greatest interest and to those patients we 
have looked for the answer to the question: 
“Why do symptoms persist after cholecystec- 
tomy?” 

One of these cases can be eliminated. Cere- 
bral thrombosis developed the fourteenth day 
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after operation with a residual permanent hemi- 
plegia. We were able to see at their homes or 
at the office the remaining nine, and to make 
a complete re-examination. One had developed 
pernicious anemia, and had a fibroid tumor of 
the uterus, and in one a large hernia was pres- 
ent in the operative wound. This left six cases 
to explain why a cholecystectomy failed to relieve 
patient in whom the diagnosis of cholecystitis 
or cholelithiasis had been made. 

In most of these cases the clinical history was 
atypical, yet we were supported in the diag- 
nosis by the roentgenologist’s report, that the 
gall bladder either did not fill or empty properly, 
according to the technic of Graham, and hence 
was to be considered diseased. In some of 
these cases, microscopical examination failed to 
show any abnormality of the gall bladder. To 
us this appears to be the glaring error: too 
much stress on the x-ray diagnosis without clin- 
ical confirmation. It would appear that in the 
routine examination of patients, the presence of 
a pathological gall bladder, according to the 
Graham technic, is the signal to stop investiga- 
tion and proceed to operation. We confess to 
our part in the crime, In another case of a low- 
grade long continued fever, with arthritic 
changes, the gall bladder was considered the 
instigator of the trouble until this was removed, 
and the fever and arthritis pursued the even 
tenor of their way. Within the past ten days 
this patient has died and autopsy revealed mul- 
tiple infarcts in the liver and spleen from which 
a pure culture of Streptococcus hemolyticus was 
obtained. Repeated blood cultures both before 
and after operation were negative and the heart 
valves were free from infection when viewed at 
necropsy. 

The basal metabolic rate in five of the six 
cases in whom estimation was made subsequent 
to operation varied from plus five to plus twen- 
ty. In the case of pernicious anemia it was 
minus nineteen. 

Another patient has cramps in the epigastrium and un- 
der the right costal border at frequent intervals, begin- 
ning three months after operation. This case is of partic- 
ular interest because of a pre-operative diagnosis of 
ulcer of the duodenum. The ulcer was not found, but 
at operation the gall bladder could not be emptied 
on account of a very accentuated and flattened S- 
shaped cystic duct covered with adhesions. The bile 
was dark and thick. Relief was obtained for only 
three months. This patient was presented and dis- 
cussed at a clinic by Dr. White of Boston and Dr. 
Alvarez of Rochester at the American Medical Asso- 
ciation meeting in Washington last May. Following 


a complete re-examination and study of the patient, 
the opinion of those eminent physicians was that the 
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patient was suffering from spastic entero-colitis. We 
believe there is a possible incomplete stricture of the 
common duct with partial obstruction. 


Another patient in the unimproved group was ope- 
rated upon because the gastro-enterologist stated that 
he had seen the patient in three gall bladder attacks. 
Cholecystography was negative, as was the physical 
examination during a silent interval. At operation the 
gall bladder, other than containing very dark bile, 
was normal in appearance but was removed. The 
patient was not relieved. Later a diagnosis of ureteral 
stricture was made by the urologist, followed by dilata- 
tion of the ureter, with only temporary relief. Gastro- 
intestinal neurosis is the present impression, but this 
is only another way of saying we have not reached a 
rational diagnosis. In this patient not only the gall 
bladder should not have been removed, but the patient 
should not have been subjected to an operation at all. 

In a few instances, but not in this series, 
typical gallstone attacks have followed removal 
of the gall bladder. This is undoubtedly due 
to the presence of stones, which were overlooked 
in the cystic duct, or forced into the common or 
hepatic ducts by attempts to empty the gall 
bladder, or in dilated ducts with stones in the 
liver. The attacks are usually brief and few in 
number, and are generally caused by small 


stones which pass through the ducts. 


From the number of silent gallstones and the 
failure to relieve some patients by removing the 
stone laden gall bladder, we do not hesitate to 
state that cholecystitis and cholelithiasis are 
but a part of the picture; the elimination of 
this organ does not of necessity either cure or 
improve the patient. Mentzer has coined the 
word “Cholesterosis” for that process by which 
cholesterin is removed from the bile through the 
walls of the gall bladder and carried directly 
into the blood stream. The lipoidal metabolism 
may be disturbed within the gall bladder and 
cholesterin may not pass entirely through but 
remain embedded within the epithelial cells of 
the wall, and give the appearance of the so- 
called “strawberry gall bladder.” Cholesterosis 
is not confined to the gall bladder, is not a local 
condition, and fatty changes are noted in the 
jiver, adrenals, brain and blood vessels. The lip- 
oid disturbance in the wall of the bladder 
is more common in the obese and in women 
who have borne children. The amount of 
cholesterin may vary considerably in the blood. 
It is, therefore, more than a surmise to state 
that the presence of a strawberry gall bladder or 
even of cholesterin stones is only a part of a 
metabolic dysfunction. 

The surgical attack upon the gall bladder will 
not be successful if that is to be the only cura- 
tive means followed. When stones initiate colic, 
or acute inflammation is superimposed upon 








Vol. XXI No. 10 


cholelithiasis, we may depend upon the removal 
of the gall bladder to meet the situation satisfac- 
torily. We need not expect, however, the me- 
tabolic mechanism of the body to be greatly al- 
tered by such an operation, and a liver or pan- 
creas that is functioning 50 per cent below nor- 
mal will remain inefficient after the removal of 
the gall bladder. Cholecystitis and cholelithiasis 
are not by any means local conditions and the 
earlier we concede that other organs enter the 
symptom complex, the earlier we shall place 
cholecystectomy upon a more rational basis. 
Notwithstanding the amount of excellent sur- 
gery that has been done upon the gall bladder, 
there is much room for improvement in a con- 
servative way. There has been a penchant for 
removing every gall bladder that does not fill 
or empty properly, or that is too large or too 
smail. 


It would interest us greatly to know how large 
or how small a gall bladder may be, and still be 
called normal. We should like to know if dis- 
ease of the stomach, pancreas, duodenum, or 
even the appendix, may not influence the filling 
or evacuation of the gall bladder. From per- 
sonal observation we have found that a nega- 
tive Graham test is possible after simple drain- 
age of the gall bladder. One negative test is 
not sufficient or conclusive in the presence of 
persistent symptoms, for a few weeks later a 
positive report may be obtained. Is there an 
occasional normal delayed emptying of the dye 
similar to the occasional delayed rise of the acid 
of the stomach in hyperacidity as shown by the 
fractional method? On several occasions we 
have observed when removing a gall bladder in 
which symptoms persisted following cholecys- 
tostomy, and a positive Graham test was re- 
ported, that the small, contracted, non-function- 
ing gall bladder played only a minor role and 
that the distortion from adhesions of the stom- 
ach, duodenum, and colon about the previously 
drained organ was the major factor in the failure 
to cure. 

To Dr. Graham is due the honor of presenting 
to the profession the outstanding contribution 
of the x-ray since the development of the opaque 
test meal. The test is an invaluable aid to 
both the internist and the surgeon, yet empirical 
surgery of the gall bladder is a present day 
menace, brought about largely through misin- 
terpretation of the cholecystograph. We forget 
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for the time that the interpretation of the 
films is in terms of physiology and that 
a pathological condition of the gall blad- 
der may not be an entity, but is often 
intimately associated with other conditions. The 
opinions expressed herein are based upon our 
own cases. 

In conclusion, we would say, after an analy- 
sis of one hundred operations for cholecystitis, 
that excellent results may be expected in acute 
and subacute cases, and when symptoms are 
confined largely to the gall bladder. The fail- 
ures may be ascribed to: 

(1) Errors in diagnosis. 

(2) Technical or mechanical errors, such as 
hernia, adhesions, and stricture of the common 
duct. 

(3) Intercurrent accident or disease. 

(4) Incomplete diagnosis. (Into this group 
will fall the greatest number.) 

Little progress will be made in curing the last 
10 per cent unless the cases are studied and se- 
lected more carefully, and for this we need the 
united efforts and cooperation of the roentgenol- 
ogist, the gastro-enterologist, the pathologist, 
and the surgeon, a consummation devoutly to be 
wished. 





DISCUSSION (Abstract) 


Dr. W. D. Haggard, Nashville, Tenn—Our errors 
in diagnosis of ‘gall bladder disease are attributable to 
two causes. I am a great believer in the properly in- 
terpreted cholecystograph. I am frank to say that 
much care and experience are required properly to 
interpret it. The radiologist who does not thoroughly 
know the varied abnormalities of the gall bladder is 
not so well prepared to interpret it as the surgeon 
himself who is accustomed to see it both in the ab- 
domen and on the film. Cases, as pointed out by 
the writer, in which the patient complained of more 
or less bizarre, intangible symptoms, are the type that 
is likely to be misinterpreted. 

One does not need a cholecystograph for a patient 
with definite, classic gallstone colic. It is only neces- 
sary in these ne’er-do-wells. I saw one of the greatest 
surgical teachers in the country show a cholecystogram 
before a public meeting as a pathologic gall bladder. 
The next day I was present at the operation and heard 
him say that the gall bladder was normal, and he 
had the courage to close up that patient. In order 
to avoid errors we must interpret our cholecystograms 
better; and we must not put all our diagnostic eggs 
in one basket. The whole picture should be con- 


sidered by the clinician in its entirety. 


The next group is composed of that large and try- 
ing group of patients who are neurasthenics, the cases 
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that constitute the largest group of whatever disease 
you or I may be particularly interested in. Now you 
may cure a man of something he has but it is very 
difficult to cure any one of something that he has 
not. So it is with a patient who mimics gall bladder 
disease and I am very doubtful about operating upon 
a patient of that kind who has all the stigmata of 
asthenia. The gall bladder is not like the appendix. 
No one need have any sentimental objection to re- 
moving the appendix, but we do not quite under- 
stand the gall bladder. If it is diseased it should be 
removed, but I am old-fashioned enough to believe 
that even the normal tonsil should not be removed. 
I also saw another colleague close a patient with a 
gall bladder that was blue, soft an collapsible, from 
which you could express the contents rapidly. As he 
said, the patient was a variant and he did not re- 
move the normal gall bladder. I think, therefore, that 
the clinician should be very careful about a hasty 
diagnosis based upon one roentgenogram and we 
should all be extremely suspicious of the patient with- 
out a frank convincing story and physical signs espe- 
cially if she is obviously a neurasthenic. She should 
have our most sympathetic scrutiny and earnest atten- 
tion but there should be a closed season for operating 
upon the neurasthenics in the absence of definite path- 
ologic indications. 


Dr. J. Russell Verbrycke, Jr., Washington, D. C.— 
We have had only one side of the subject, that is the 
question of gall bladders’ having been removed when 
they possibly should not have been. On the other 
side of the question, probably the most productive of 
continuance of symptoms, are the cases of long con- 
tinued gall bladder disease in which diagnosis has not 
been made and operation has not been done until the 
infection has spread so thoroughly in the biliary tract 
that there is some involvement of the pancreas. I 
heard Dr. Mayo speak of this several times recently. 
He said that it is not pleasant to have a patient 
write in and say he has the same attacks of colic that 
he had before operation. He advises that if there 
is a pancreas that feels hard and nodular one can be 
almost sure that the patient will have some symptoms 
afterward. They may clear up in time but they may 
continue for quite a while. : 


Dr. Riddick (closing)—With few exceptions, the 
intravenous method of injection has been used in our 
cholecystograms, and this has given the most uni- 
formly satisfactory results. Even at the operating 
table the external appearance of the so-called “straw- 
berry gall bladder” may be misleading, in that the thin 
blue wall gives no indication of the infiltration of the 
mucosa by the cholesterin plaques. It is not improbable 
that two types of pathological gall bladder exist, 
namely: (1) the type involving the muscular and sero- 
sal layers, surrounded by adhesions, infectious in origin; 
and (2) the thin blue walled type showing a definite 
reddening and thickening of the mucosa, with very 
little involvement of the surrounding layers, a condi- 
tion in which the external appearance is of little value. 
A period of from three to twelve months, following 
cholecystectomy, is usually required for all syraptoms 
to subside, and especially is this true in! the cases com- 
plicated by chronic pancreatitis and marked hepatitis. 
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ALBUMINURIA IN THE NEWBORN* 
STUDY I 


By Daviw Greer, M.D., 
HERMAN JOHNSON, M.D., 


and 


RoBERT JOHNSON, M.D., 
Houston, Texas 


Analysis of the urine of the newborn infant 
has not, up to the present day, gained sufficient 
recognition as a procedure of value to become a 
part of the thorough physical examination to 
which the child is subjected as a matter of rou- 
tine. When the urine is examined our ability 
properly to interpret and evaluate the findings, 
in the light of knowledge extant, leaves much to 
be desired. The medical literature of the past 
and textbooks of the day reveal some informa- 
tion, much of which, however, is vague and con- 
flicting, 

Our attention has been especially drawn dur- 
ing the past several years to the occurrence of 
what we believe to be serum albumin in the 
urines of newly born infants, manifestly ill and 
abnormal, whom we were examining with all 
possible thoroughness. Not being possessed of 
accurate knowledge as to the incidence or diag- 
nostic significance of albumin in the urine of 
either the normal or abnormal infant, in the 
early days of life, the work here reported was 
undertaken one year ago. 

According to von Reuss! the urine of infants 
during the first four days of life almost invari- 
ably contains albumin in small amounts. He? 
speaks of the physiologic albuminuria of the 
newborn; asserting that in only 4 per cent of 
the cases which he had observed was the urine 
entirely free from albumin during that time. 
Flensburg® states that of his series 100 per cent 
had albuminuria during the first four days, and 
that only 20 per cent were entirely free of it 
between the fourth and fourteenth day of life. 
Foote* states that albumin and red blood cells 
are sometimes seen in the urine of the newborn 
child, within the first few days of life, but have 
no pathologic significance. Hess® believes that 
albuminuria is a symptom shown during the first 
few days of life by almost all infants, whether 
they are full term or premature. 

Conflicting with these opinions are those of 
Marre® and numerous others. Marre concludes 





*Read in Section on Pediatrics, Southern. Medical 
Association, Twenty-First Annual Meeting, Memphis, 
Tennessee, November 14-17, 1927. 
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TABLE I 
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2 i| a8 | 235 
Soo] £36 | £mzZ 
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Mothers and babies normal in 
every way ciinically | 66 7 59 
Nephritic mothers ......... 7 1 6 
Pre-eclamptic mothers . ni 12 1 
Eclamptic mothers. ..........................| 3 1 2 
Acute infection of mother or 
ROA TOS AGE DEAD) scsessccessorncsccsavacetensen 4 4 0 
Difficult labors. ............. ee 6 3 3 
Birth anomaly of baby .................. 2 0 2 
Totals 101 28 73 
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from his studies that albuminuria in newborns 
indicates the existence of some pathologic con- 
dition. Czerny and Keller’ do not accept it as 
a physiologic phenomenon. 

Many other observers have advanced con- 
clusions variously on both sides of the ques- 
tion. It is almost universally stated that infants 
born of eclamptic and nephritic mothers will 
exhibit albuminuria, as well as those suffering 
a severe degree of asphyxia incident to birth. 

It would appear that the diversity of opinions 
may be, at least in part, due to lack of 
unanimity as to the proteins or protein-like sub- 
stances, for which the tests are being made. It 
would be difficult to substantiate a denial of 
the existence of some protein in the urine of 





SOUTHERN MEDICAL JOURNAL 861 


most newborns during the first week of life, 
for on the addition of acetic acid in the cold a 
turbidity occurs which forms a precipitate on 
standing. It disappears, however, on boiling. 
Amberg® states that the nature of this protein 
is unknown. Ssesenewski® believed it to be a 
form of mucin, and stated that albuminuria in 
the newborn is a rare phenomenon. 

In our studies only the substance which ap- 
pears to be serum albumin has exhibited any 
characteristic occurrence, and only its presence 
has seemed to have any pathologic significance. 
We have confined ourselves, therefore, to con- 
sideration of that protein alone, and have used 
the acetic acid and heat test exclusively for its 
detection. 

Our survey has been limited to private pa- 
tients. The obstetricians (H. J. and R. A. J.) 
have continually observed the mothers from the 
time of the earliest possible diagnosis of preg- 
nancy, and have completely investigated them 
as to history, physical and laboratory examina- 
tions. Urine and blood pressure observations 
have been made at regular and frequent inter- 
vals. All births have been in the hands of these 
two men alone, as has also the care of the 
mothers throughout the puerperium. The pe- 
diatrician (D. G.) has personally superintended 
the collection of urines, and has subjected the 
infants to physical examinations and frequent 
observation. The urinalyses have been done by 
full time pathologists. 















































TABLE II 
URINARY FINDINGS BY DAYS OF LIFE 
NAME 1 2 3 4 5 
Alb. Alb. Neg. Neg. 
Brooks: Micro. trace 
Case B. §S. neg. Micro. 
19197 ; neg. 
Alb. Neg. Neg. Neg. Neg. 
trace 
Blake: Rare 
Case B. S gran. 
MAREN a ces caccudsppceeccsbssveocsursssatveois casts 
Neg. Neg. Alb. Alb. Neg. 
Canion: trace trace 
Case B. S. Micro. Micro. 
Soe neg. neg. 
Alb. Alb. Neg. Neg. Neg. 
Micro. faint 
Glowackie: neg. trace 
Case B. S Micro. 
I seid cc Sd ethionine tater neg. 
Sweeney: Neg. Alb. Neg. Neg. 
Case S. J. Micro. 
1049 neg. 
FEUER SR shi vdits obs cake cxserteven 
Neg. Alb. Neg. Neg. 
trace 
Micro. 
us neg. 
Alb. Alb. Neg. Neg. 
Micro Micro. 


Nowling ...... 
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TABLE III 
URINARY FINDINGS BY DAYS OF LIFE 
NAME 1 2 3 4 5 5 
Davis: 
Case S. J. 2563 Neg. Neg. Neg. Neg. Neg. 
Dorrell: 
CE Pe aE | ee Neg. Neg. Neg. Neg. 
Dunn: 
Case B. S. 21485.......... Neg. Neg. Neg. Neg. Neg. 
Ford: 
OSE Oe ie, 4 |} (eee Neg. Neg. Neg. Neg. 
Farmer: 
OTS SS ey t | | [ae Neg. Neg. Neg. Neg. Neg. 
Rudolph: 
SN SS |: Se eens Neg. Neg. Neg. Neg. 
Alb. 
Many hy. 
and gran. Alb. Alb. Alb. 
Teas: casts, few Micro. Hyaline Micro. Alb. 
Case S. J. 2717. red cells same casts neg. trace Neg. 





All specimens were obtained by voiding into 
tightly applied glass receptacles which were af- 
fixed immediately after thorough but gentle 
douching of the genitalia with sterile water. The 
majority of the specimens obtained were clear 
even on standing or after mild heating. If not, 
filtration was used before chemical examination. 
Microscopic examination was performed on every 
specimen. 

No case is reported in which there was fail- 
ure to secure a specimen every 24 hours for less 
than, the first four consecutive days of the 
baby’s life. No effort was made to collect speci- 
mens after the seventh day unless albuminuria 
was still present at that time. In all, 101 cases 
were completely studied, 534 urinalyses being 
done. 

Mothers and Babies Clinically Normal In 
Every Way.—These patients from the time of 
conception of the mother, throughout labor and 
the puerperium were absolutely normal in every 
ascertainable respect. Of the 66 only seven in- 
fants showed any urinary abnormality. Table 
II details their findings. 

It is to be observed that in six of these seven 
cases the urinary abnormality was in evidence 
only during the first 48 hours of life, and in only 
one case was it very marked. The seventh 
showed only a trace of albumin on the third day. 
These infants were as normal clinically as those 
of the 59 showing no abnormal urinary findings. 
Baby Nowling has been followed for six months 
and has no renal or other disturbance. 


Nephritic Mothers.—In these cases the moth- 
er exhibited to some degree during pregnancy 
evidence of previous chronic renal impairment 
or kidney disturbance as a complication of the 
pregnancy, 

During the first two weeks of life the babies 


of this group who did not show urinary disturb- 
ances were perfectly normal c Ny. Three 
have been followed for a period of « iree to nine 
months and have never had a sign of renal or 
general disturbance. 


Baby Teas was born of a young primiparous 
mother who suffered severe nephritic toxemia at 
term. The child cried constantly during the first 
three days of life as if in pain. No evidence of 
cerebral hemorrhage could be elicited. It has 
been seen twice monthly during its first seven 
months of life, is a perfect baby physically and 
its urine has been normal throughout that time 
since the sixth day. 

The mothers of the other six babies were not 
suffering renal disturbance of marked degree nor 
severe toxemia. 


Pre-eclampsia of Mother—The infant of 
every woman showing the slightest evidence of 
pre-eclamptic toxemia was placed in this group, 
even though characteristic blood pressure read- 
ings alone constituted the manifestation. 

There is much about the findings in this small 
series that is contradictory, and _ difficult 
of explanation. We have found that a 
newborn baby having abnormal urine usually 
presents abnormal clinical behavior; though 
physical examination is almost invariably nega- 
tive. In six of the above there was marked 
restlessness with almost continual crying of a 
sharp piercing character. One of this group 
(Baby Mitchell) had twelve generalized clonic 
convulsions in the course of the first five days 
of life. On the other hand four infants were 
distinctly semi-stuporous for the first three to 
five days. It is notable that these exhibited less 
marked urinary abnormality than the former 


group. 
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TABLE IV 
URINARY FINDINGS BY DAYS OF LIFE 
NAME 1 2 3 4 5 6 ud 
Alb. Alb. Alb. Alb. Alb. Alb. Neg. 
Anderson Sugar trace 
Case S. J trace 
BRS esccscsiccstssevscccccssanstins Micro. 
neg. Irritable, sleepless, vomiting 
Neg. Neg. Neg. Alb. Neg. Neg. 
Bond trace 
Case B. S Few 
= LR Stee oR ETE Semi- red 
stuporous cells 
Canning Neg. Alb. Alb. Alb. Alb. Neg. 
Case B. S. Micro. Clinically trace 
UW Ae oes essschrasencscstabesesiavs neg. normal 
Neg. Alb. Alb. Neg. Neg. 
Coffman Neg. Alb. Few 
Case B. S. Very Micro. hyaline 
dh ee Oe irritable neg. casts 
Alb. Alb. Neg. Neg. 
Alb. Alb. Micro. trace 
Daly Hyaline Hyaline neg. 
Case B. S and and Transient 
POMBE) Sicccssessccetersssschionees gran. gran. cyanosis, 
casts casts stuporous 
Folger Neg. Neg. Neg. Alb. Alb. Neg 
Case S. J. Convul- 
2560 er OM fy 2) os sion 
Ford Neg. Neg. Alb. Alb. Alb. Neg. 
Case 8. J. Irritable, trace 
LL SEE Ce sleepless 
ah Alb. Alb. Alb. Neg. Neg. 
Gillis Gran. Cried 
Case S. J casts constantly 
TRS) scepder ceca sencuinecaueesouesbece first 
3 days 
Alb. Alb. Alb. Neg. Neg. 
Horningblum Micro. Micro. Semi- 
Case B. S. neg. neg. stupor 4 
MRM. Sohoh cd ciouaies facial 
edema 
Neg. Alb. Neg. Alb. Alb. Neg. 
trace Micro. Clinically 
RE SELAE RIwe oy Renter ern Se Micro. neg. normal 
neg. 
Alb. Alb. Alb. Alb. Alb. Neg. Neg. 
Hyaline Few Micro, trace 
Mitchell and h. & g. neg. 
Case S. J gran. casts Twelve 
ene ane ion casts convul- 
sions in 
first 5 
days 
Spender Neg. Neg. Neg. Neg. Neg. 
Induced labor at Clinically 
99g TAONUDB sn .csscccsasaccsces normal 
Neg. Alb. Alb. Neg. Neg. 
Reeves Micro, trace 
Case S. J. neg. Somno- 
WN peste cco scearsce cncusereates lent first 
3 days 
One infant (Baby Kelly) showing mild the fifth day of life. We have been able to 


transient albuminuria, was entirely normal; as 
well as the one case (Baby Spender) with nor- 
mal urine during the first five successive days. 


In none of these infants could any evidence 
be gained of localized injury, cerebral hemor- 
rhage, or in fact any other organic trouble. Baby 
Mitchell, whose case strongly suggested the pos- 
sibility of cerebral hemorrhage, was closely fol- 
lowed up to the age of twelve months and is 
perfectly normal both mentally and physically. 
The child’s urine has been repeatedly examined 
throughout infancy and has been normal, since 





follow eight others of this series and every one 
is to date perfectly well. Not one has any sign 
of renal or central nervous system disease. 


The severity of the mother’s pre-eclamptic 
symptoms does not seem to be a consistent cri- 
terion as to the degree of clinical or urinary dis- 
turbance the baby will show. Nor can we offer 
any tenable explanation as to why albumin or 
casts may not appear in the baby’s urine for a 
day or more after birth. 


We were particularly struck by the fact of the 
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TABLE V 
URINARY FINDINGS BY DAYS OF LIFE 
Name 1 2 3 4 5 6 
Heller Neg. Neg. Neg. Neg. 
Case B. S 
17164 
Labor induced at 
eighth month 
Werlla Neg. Neg. Neg. Neg. Neg. 
Case B. S 
17059 
Labor induced at 8% months. 
Mother in convulsions................ 
Alb. Alb. Alb. Alb. Alb. Neg. 
Micro. Micro. Micro. trace 
eg. Neg Neg. 
Persistent 
irrita- 
Young bility, 
Labor induced at term. crying 
Mother in convulsions. and 
B. P. 210/120 vomiting 








absence of red blood cells in the microscopic ex- 
aminations of most cases. 


Eclamptic Mothers —The findings in the clin- 
ical condition and urines of the babies born of 
mothers who developed frank eclampsia, and 
whose labors were therapeutically induced, offer 
one the greatest of surprises and perplexity. 

The two babies having normal urines were 
comfortable healthy newborns. 

Study of the urines of only three infants from 
mothers in eclampsia is not worthy of much dis- 
cussion, though it is striking that, contrary to 
prevailing belief, two of such babies had no 
urinary or clinical evidence of renal disturbance. 

We do not believe, however, that this would 
be a frequent occurrence in a large series. 

We interpret the urine disturbances of these 
infants as being entirely due to bacterial inva- 
sion, and naturally do not feel that they have 
any bearing upon the major question which this 
study involves. 


Birth Anomalies of the Infant—rThese in 


cluded one child with persistence of enlarge- 
ment of the thymus gland, and another with 
congenital occlusion of the posterior nares. In 
both all urine examinations were normal. 

We are inclined to believe. with various other 
observers, that passive congestion of the infants’ 
kidneys incident to birth trauma may cause the 
appearance of abnormal constituents in its urine. 
The three cases above in which the urines were 
normal presented serious difficulties in delivery, 
but due to the manner in which the obstacles 
were overcome the infants suffered no physical 
insults of any kind, 

The two cases which sustained cerebral hem- 
orrhage were in very bad condition, and are 
hopeless paralytics at the present time. 

We do not feel disposed to draw many con- 
clusions or make sweeping generalizations from 
these observations. Certain things, however, 
seem evident. Serum albumin does not appear 
to be frequently a normal constituent of the 
newborn baby’s urine; on the contrary in our 
experience its presence to any marked degree has 


TABLE VI 


ACUTE INFECTIONS O 
OR BO 


F MOTHER OR BABY, 
IRTH 


H, AT B 
URINARY FINDINGS BY DAYS OF LIFE 




















Name 7 2 3 4 5 6 7 8 

; Neg. Alb. Alb. Alb, Alb. Alb. Alb. Neg. 
Clayton Few Micro. Micro. Micro. trace. trace 

Case S. J. Hyaline same many few Few Micro. 

R 503 ; and pus pus pus Neg. 

Acute respir- casts. cells cells cells 

atory infec- Many 

tion of mother pus 

J Foo) cells 

Scroggins Neg. Neg. 

Case B. S. Neonatal pyelitis began on third day and showed 

ETAT characteristic findings for 2% weeks. aus 
Cardiff Neg. Neg. Neg. Neonatal pyelitis of nine days duration. 

Case B. S. 

RDI | scteesscons siete 
Wagner Neg. Neg. Neg. Coryza of baby from fourth to seventh day. Albumin 

Case B. § and hyaline casts accompanied. 








th 


‘in 
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TABLE VII 
DIFFICULT LABORS 
URINARY FINDINGS BY DAYS OF LIFE 





























Name » | 2 8 4 5 6 
Bloum Alb. Neg. Neg. Neg 
Case B. S. trace 
19535 
Ant. face pres. 
High forceps 
Cerebral hemorrhage .................. 
Le Gros Neg. Neg. Neg. Neg 
Flat pelvis, 
version and 
extraction 
McDougle Neg. Alb. Neg. Neg 
Cyst of Rarely 
broad lig. hyaline 
Baby asphyxia cast 
livida 
Murphree Neg. Neg. Neg. Neg. 
ase B. S 
20390 
Persistent R. O. P. 
converted 
Seeestes ie Neg. Neg. Neg. Neg. 
. High Forceps 
Alb. Alb. Neg. Neg. 
Wise Alb. Hyaline 
Intra-uterine asphyxia Red and 
Cord. cerebral cells gran. 
MAGE AUR | ro socesiccececcecsosoleeeeicansvass casts casts 





accompanied, in most cases, definite clinical 
disturbances of the mother or newborn child. 


Difficult labors and chronic nephritic condi- 
tions of the mother are evidently not necessarily 
followed by renal injury to the baby. 

The class of cases which holds the most in- 
terest are those in which the mothers suffered 
pre-eclamptic or eclamptic toxemia. Almost in- 
variably the infant reveals not only evidence 
of renal pathology, but usually marked physical 
disturbance which may be characterized by stu- 
por, general nerve irritation, or convulsions in a 
few. As to why some infants should entirely 
escape toxemia we have only a theory that is 
not deserving of mention without further investi- 
gation. 

A striking thing is the lack of any evidence, in 
the cases that we have been able to follow, of 
permanent renal injury in these infants who ex- 
hibited urinary disturbance in the early days of 
life. 

This study was undertaken as a survey of the 
incidence of albuminuria or other abnormal urin- 
ary constituents in the newborn. The vista for 
further investigation which it has opened is well 
nigh limitless. We are now concentrating upon 
a study of the causes and effects of pre-eclamp- 
tic toxemia in the mother and child, which in- 
volves chemical studies of the blood, urine and 
other excretions of both, the mothers’ milk and 
the placenta. The presence of toxic amines in 
certain of these tissues has been established in 


the cases which we have thus far investigated. 
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TRACHOMA IN THE STATE’S HEALTH 
PROGRAM* 


By Paut D. Mossman, M.D..,7 
Rolla, Mo. 


The organized trachoma prevention work of 
the U. S. Public Health Service, in cooperation 
with the states, began with the extensive survey 
made in Eastern Kentucky in 1912 by Senior 
Surgeon John McMullen. This survey, made in 
response to a request from the Kentucky State 
Health Department, showed that trachoma was 
extremely prevalent and confirmed the state- 
ments of Dr. J. A. Stucky and others that tracho- 





*Read in Section on Public Health, Southern Medical 
Association, Twenty-First Annual Meeting, Memphis, 
Tennessee, November 14-17, 1927. 

+Surgeon, U. S. Public Health Service. 
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ma constituted a major public health problem in 
Eastern Kentucky. The scope of Dr. McMul- 
len’s survey was enlarged in 1913 and 1914 to 
the extent of covering some 23 counties with ex- 
amination of over 18,000 people. He estimated 
on the basis of these examinations that in the 35 
mountain counties of Kentucky, there were about 
33,000 cases of trachoma. 


Being charged with the task of preventing the 
spread of trachoma, Dr. McMullen evolved a 
plan which has not only stood the test of time 
but has won the approval and praise of public 
health workers in many countries. The plan in- 
cluded the establishment of small hospitals which 
should serve not only as dispensaries and clinic 
centers but as centers for field work in the form 
of surveys, field clinics and educational work. 
The first hospitals were established in September, 
1913,in Kentucky. In 1914, one was established 
in Virginia, following surveys by Senior Surgeon 
Taliaferro Clark, U.S.P.H.S., which showed that 
trachoma was quite prevalent in the western 
end of that State. Then the work spread to 
West Virginia, Tennessee and later to Arkansas 
and Missouri, as it became known and studies 
showed the prevalence of the disease in those 
states. Evidence which has accumulated as the 
work has progressed indicates that Missouri and 
Arkansas probably have as much trachoma as 
Kentucky had when it began, and that trachoma 
exists to a dangerous extent in several other 
states. It is not uniformly prevalent through- 
out any state. Some communities are heavily 
infected while others are relatively or completely 
free from it. 

At present, hospitals are being conducted in 
Kentucky, Tennessee, Arkansas and Missouri, 
with the financial and moral cooperation of 
those States. The trachoma situation in Mis- 
souri began to attract attention through the ac- 
tion of the blind pension law which became ef- 
fective about 1922 providing $300.00 per year 
for blind persons without other means of sup- 
port. It was found that over 20 per cent of 
these pensioners were blind from trachoma. This 
made blindness due to trachoma cost the tax- 
payers over $200,000 annually in pensions alone, 
to say nothing of the economic cost in medical 
treatment, and the loss due to the withdrawal of 
these disabled persons from productive toil. Al- 


though new applicants have been added to the 
pension list and all the pensioners have been re- 
examined by very competent ophthalmologists, 
the percentage of cases of blindness due to 
trachoma has changed very little and has never 
dropped below 20. 


The latest figures, July 7, 


SOUTHERN MEDICAL JOURNAL 





October 1928 


1927, showed a total of 3,152 pensioners and of 
these 637 or 20.2 per cent were blind from 
trachoma, costing the State in pensions $191,100. 
These pensioners are completely blind, having no 
better than light perception. Many more have 
enough vision to be excluded from the provisions 
of this law but not enough to enable them to earn 
a livelihood. Damage to vision sufficient to pre- 
vent education or learning a skilled trade is 
sufficient to depress the economic and social 
status of the individual and often of the family. 
Trachoma thus is a link in the vicious cycle of 
ignorance, poverty and disease, each at once the 
result and the cause of the others. 

The influence of the trachoma work on com- 
munity interest in public health may be illustra- 
ted by the fact that Knott County, Kentucky, 
where our first hospital was located, was years 
ahead of many richer counties in installing a 
county health department. It is generally ad- 
mitted that the value of public health work in 
that county was first shown to the people of the 
county by the teaching given by the hospital 
staff, both at the hospital and in the field. One 
of the first sanitary privies in the county was 
the one built at the hospital. 

In many other localities the trachoma work 
has given the people their first view of public 
health work of any sort and their first idea of 
the possibility of disease prevention. It is easier 
for state health authorities to persuade a county 
to install a full-time health department if ener- 
getic trachoma work has been done in that 
county. Conversely, it is possible for us to do 
much more effective trachoma prevention work 
when we have the assistance of a well organized 
county health department, especially when the 
state health department is manifesting an active 
interest in the campaign. 

In introducing a specialized method of com- 
bating a single disease, the Service has not de- 
tracted in any way from the effectiveness of the 
regular health agencies within the State. We 
have utilized the services of State and county 
health authorities in helping carry out our field 
work and in return they have had the services 
of our organization trained especially for the 
work, but with a public health vision broad 
enough to see the whole health program with 
trachoma prevention a component part, contrib- 
uting to the success of the whole in proportion 
to its effectiveness in its own field. 

The trachoma hospitals have a four-fold func- 
tion: 

(1) Clinical treatment of trachoma is given 
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for the purpose of preventing damage to sight 
and of stopping the patient from being a 
spreader of the disease. Field surveys have 
shown that the results of treatment have been 
good in a large majority of cases, the patients 
having remained free from evidence of the dis- 
ease for a number of years. It has also been 
shown by the re-survey in Knott County, Ken- 
tucky, by Dr. McMullen and Dr. Duke, County 
Health Officer, and by field studies in several 
other localities that an intensive trachoma cam- 
paign can rid a community of the disease. 

(2) The disease itself is studied. We are con- 
stantly on the alert for improved methods of 
diagnosis and treatment. Although nothing rev- 
olutionary has been discovered, we believe that 
we have made substantial improvements both in 
accuracy of diagnosis and effectiveness of treat- 
ment. In connection with our work at Rolla, 
Missouri, the Service is maintaining a research 
laboratory for the study of the etiology of tra- 
choma from a bacteriologic standpoint. We 
also have an officer making an extended epi- 
demiological study of the disease. 

(3) The patients are educated in personal 
hygiene and disease prevention. Patients ad- 
mitted to these hospitals receive careful treat- 
ment of their trachoma and also instruction in 
personal hygiene, health habits and _ general 
health education. By this means they are en- 
abled to go home relieved of their disease and 
trained to some extent at least to live in a clean, 
health-promoting manner. 

(4) The hospitals are centers for field work. 
Trachoma surveys are made in the surrounding 
territory by the staffs of the hospitals by means 
of examination of school children and by com- 
munity clinics. In the course of these surveys 
and clinics, talks are given on general health 
topics as well as on trachoma in particular. The 
chief value of the clinic so far as trachoma is 
concerned is the contact with the patient him- 
self, establishing the diagnosis and showing him 
the value and importance of early treatment, 
besides the danger of spreading the disease to 
others, 

During the past four months we have had a 
public health nurse on duty in Texas County, 
Missouri, doing a special piece of field work. 
She was provided with a list of the Texas 
County residents who had been treated at the 
hospital. Her task was to look them up and 
report on their condition and also as to their 
home surroundings, diet and other factors that 
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might have a bearing on the incidence or spread 
of the disease. She also found out about sus- 
picious eye trouble in other members of these 
households and in other homes in the commu- 
nity. These people were persuaded to come to 
the clinics which were held at Houston, the 
county seat, every Saturday. The clinics were 
conducted by a medical officer from our Rolla 
headquarters and the diagnosis of the cases sent 
in by the nurse was thus verified. Fifteen such 
clinics were held with an average attendance of 
110. Some patients came repeatedly for treat- 
ment or observation. The nurse made careful 
records of some 250 persons during the summer. 
Of these, over 150 were new patients who had 
never been in our hospital and most of them 
had had no systematic treatment at all. As a 
result of this work a popular demand for a 
county nurse has arisen, and the County Court 
will undoubtedly decide to appoint a full-time 
County Nurse. It is not too much to hope that 
another season’s work may help in getting a 
full-time health officer for the County. 

We have a somewhat similar study now going 
on in Eastern Tennessee, which will require 
many months to complete, but which has al- 
ready shown that in certain counties trachoma 
is apparently about to become a thing of the 
past as a result of the work done in that part 
of the State during the past eleven years. 

No one realizes better than those of us who 
are in the work how far from perfect it is both 
in organization and execution. The chronicity 
of the disease, the time required to arrest it, the 
lack of hospitals large enough to be conducted 
economically, the ignorance of the people, the 
sad home conditions they return to when they 
leave the hospital; these and many others make 
up the list of problems we must continually face. 
The work does have an appeal to the public, 
however, and Legislators are not immune to this 
appeal when they are made acquainted with the 
prevalence of the disease in their state and the 
effectiveness of the cooperative campaign of the 
state health department and the Public Health 
Service. 





DISCUSSION (Abstract) 


Dr. I. B. Krause, Jefferson City, Mo—We have 
learned much about trachoma in Missouri and how 
to use it in a salesmanship manner. Dr. McCormack 
and Dr. McMullen came back over the State in 1922 
and tried to help us get money. We had been getting 
cases of trachoma, and finally began to realize we 
had a real problem. Dr. McCormack told us how they 
carried on the work in Kentucky. He had a chart. 
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(All states are not interested in this disease.) The op- 
portunity furnished a basis of organization. In Mis- 
souri we had the demand, but our Legislature was a 
bit slow. I do not know of anything that impressed 
the Legislature more than seeing the pictures of pa- 
tients before and after treatment; and going into detail 
as to how the disease could be prevented and its eco- 
nomic importance. Our appropriation went from $136,- 
000.00 to $291,208.00. Trachoma was the real reason 
for that increase. 

In public health work it is much harder to organize 
a toxin-antitoxin clinic because you cannot get the hard- 
boiled business men to see the need. You see cases 
of trachoma. We got the clubs to help organize a 
clinic and help the cases. They see the home condi- 
tions, the families; then they see the cases later and 
hear there are no more contacts from that case, and 
they are willing to get up and fight for appropriations. 
In the states where trachoma is present I do not know 
anything that will awaken a public health conscience 
as trachoma will. 

We are interested in educating the public by means 
of demonstrations. We let them observe the conditions, 
effect and aftermath. If we can educate the people on 
diseases we need not have, we are getting somewhere. 


Dr. A. T. McCormack, Louisville, Ky—Trachoma is 
a major cause of disability in many sections of the 
world 

In Knott County, with a population of a few more 
than 8,000, where the county income was less than 
$10,000 from taxes, practically one-half the people were 
incapacitated from any gainful occupation because of 
this one disease. Many of them had hookworm, be- 
sides trachoma. They all had trachoma so badly that 
if they had not had hookworm they would still have 
been incapacitated. More than 4,000 cases were treated 
in that County in the early stages of the campaign. 
Sometimes I think it is fortunate that at that particu- 
lar period of Dr. McMullen’s experience he did not 
know as much as he led us to believe he did. In his 
innocence at that time and in his thorough-going, 
simple way, he operated upon them and cured them. 
I don’t think he thought he was going to do it, but 
he did! In that County, where 67 people were blind 
and 4,000 were diseased, he was actually able to clear 
up the disease. There have been no recurrences. In 
the last several years it has been wiped out, although 
it was very extensive, and many physicians say that 
nothing can be done about it. ' 

It is easy for physicians to say that the cases that 
come to them are not of the type to be relieved. I saw 
just the other day in Richmond at the hospital seven 
extreme cases, all with ulceration of the cornea, the 
kind which within a comparatively short time unques- 
tionably would have resulted in serious permanent dam- 
age to the eyes. I have seen all seven since the opera- 
tions. The ulceration made no further progress, and 
the scars from the ulcers that existed are the only 
traces of the disease that now exist in those seven 
people. They had had the condition a long time. 
Seven visiting physicians from Australia were astounded 
that trachoma was being relieved anywhere in the 
world. 

Egypt, Brazil and China have 100,000 people made 
blind by this disease. This particular method of op- 
erating should be understood by the public health pro- 
fession generally and made known to the peoples of the 
world. It should be brought to the attention of public 
health workers everywhere. 
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Trachoma is like the pigeon, it does not fly far. 
The operation cannot be done as humanely in a public 
court house as in a hospital; but it can be done there 
And it should be treated before there is any harm 
done; before there are complications. 


Dr. John McMullen, New Orleans, La.—It was in the 
hills of old Kentucky that trachoma was first recog- 
nized as a public health problem in this Country. It 
was there, too, that this problem was worked out and 
a definite program finally established, after some years 
of tedious work. From the first it has had the unfail- 
ing support and cooperation of Dr. J. N. McCormack 
and Dr. A. T. McCormack, State Health Officers of 
Kentucky. 


Dr. McCormack has told you of the success of the 
trachoma campaign and that trachoma has been elimi- 
nated in regions where it was once a scourge. 


Dr. J. C. Fly, Kingston, Tenn.—I am Director of the 
Public Health Department of Roane County, which 
has about 7,000 school children. I examine possibly 
6,000 of them each year. When I began this work in 
1920 I had very little knowledge of trachoma, and, in 
fact, I was very much surprised to find the high per 
cent of this condition. I was not satisfied to call all 
of the granulated lids I found trachoma. In fact, I 
believe a large per cent was only a follicular conjuncti- 
vitis, as at least 90 per cent of the cases yielded imme- 
diately to one curettage. I was fortunate in being 
located close to Knoxville, where there is a United 
States Trochoma Hospital, and the Superintendent was 
very glad to help me in the diagnosis and treatment. 

In the spring of 1921, following my second school 
examinations, I decided to hold a trachoma clinic in the 
county. Dr. Smith, Superintendent of the Trachoma 
Hospital at Knoxville, conducted it. We have had 
three trachoma clinics in this county, one in 1921, 1922, 
and 1923. The work was more or less new to the 
people in the beginning and they showed a hesitancy 
in responding for treatment. However, we operated 
upon about thirty cases at the first clinic. The opera- 
tion consisted in a curettage followed by medical treat- 
ment for a few days. At the second clinic, in 1922, 
we treated 135, which were practically all the cases I 
found during my school examinations that I considered 
to need treatment. We treated only about fifteen in 
the third clinic in 1923, and three of these had been 
treated in 1922 and had returned for the second opera- 
tion. Since 1923 I have been finding only a few cases 
each year and I have been able to persuade most of 
them to go to the Trachoma Hospital at Knoxville for 
treatment. There has been very little recurrence of 
these cases. However, we have had to send a few of 
the worst cases to Knoxville, where they were treated 
in the Hospital for two or three weeks. I cannot say 
what per cent of these granulated lids were trachoma, 
but I can say that Roane County is practically free 
from trachoma or follicular conjunctivitis, which ever 
it may be. I re-examine the children of this County 
every year and I see the well-formed scar tissue fol- 
lowing the curettage, with very little recurrence and 
with no bad effects. 


Dr. D. J. Williams, Gulfport, Miss ——I would like to 
ask Dr. Mossman to give us his opinion concerning the 
work of Dr. Noguchi, of the Rockefeller Foundation, 
upon trachoma. 


Dr. J. A. Stucky, Lexington, Ky—I am still pro- 
foundly interested in the trachoma problem. My ideas 
of this disease have changed since the first few years 
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of my work and I feel very optimistic today as com- 
pared with the way I felt even ten years ago. 


I stand in the minority when I say that I believe 
trachoma is a deficiency disease, and is neither as con- 
tagious nor infectious as I once thought it to be, but I 
am not in the minority when I emphasize the fact that 
it is primarily a surgical disease and that real trachoma 
must be surgically dealt with, like a malignancy of any 
other part of the body. The sooner we begin the better 
for our patient. If we feed trachoma patients prop- 
erly and improve their living conditions they begin to 
improve. In the mountains of Kentucky the chief nu- 
tritional deficiency is the lack of vitamins A, B and D. 
A balanced diet with daily doses of cod liver oil and 
with hygienic living and open air will solve the problem. 


Dr. Mossman (closing).—I am very glad to have an 
opportunity to say that to my former Chief, Senior 
Surgeon John McMullen, belongs the credit for devising 
and evolving the original plan of trachoma prevention 
work. ‘This plan is still followed as the basis of our 
campaign as carried on at present. 

The Service carries on trachoma work within a state 
on the invitation of the state and with its cooperation. 
Upon the extent of this cooperation depends in large 
measure the effectiveness of the work. On the other 
hand, the trachoma work promotes an active interest 
in general public health work which is of assistance 
to the state and county health departments in extending 
their activities. 





PROBLEMS OF BLADDER NECK 
OBST RUCTION* 


By Joun R. Cautk, M.D., F.A.CS., 
St. Louis, Mo. 


I have chosen for discussion a rather shop- 
worn subject, the prostate, and its relation to 
bladder neck obstruction. This subject presents 
several periods of development: 


(1) The period of discovery. 

(2) The period of surgical development. 

(3) The period of improved diagnosis. 

(4) The period of recognition of the renal phase in 
prostatic obstruction. 


(5) The period of conservative surgery. 

(6) The period of prostatic prophylaxis and protec- 
tive surgery. 

It was in 1628 that Riolan described the pros- 
tate as the cause of bladder neck obstruction. 
In about 1800 Mercier, Guthrie, Thompson and 
others dared surgical intervention. Since this 
time surgeons of France, Germany and England 
have added greatly to the progress, and America 
has contributed in the last years in a gratifying 
manner to the advancement of this phase of sur- 





_*Clinic, Clinic Session, Southern Medical Associa- 
tion, Twenty-First Annual Meeting, Memphis, Tennes- 
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gery: Young, Geraghty, Belfield, Squier, Fuller, 
Judd and many others have contributed notably. 

I shall show a few slides illustrating the anat- 
omy of the prostate, particularly with reference 
to its glandular segments, and show specimens 
illustrative of the various types of obstructive 
lesions and their effects upon the urinary tract 
as a whole. 

The next period was the one of progress in the 
surgical development. Quite strikingly the pros- 
tate adapted itself very early to surgical technic. 
The first perineal prostatectomy was done by 
Guthrie in 1834 and the first suprapubic in 1836, 
Then McGill, Belfield, Fuller, Freyer and others 
added technical features to the enucleation of 
the gland. Young developed the perineal op- 
eration as a highly technical, accurate and excel- 
lent surgical procedure. At the present time, 
however, the majority of surgeons throughout the 
country seem to be utilizing the suprapubic 
method and preferably the two-stage operation. 

I have no intention of entering into a discus- 
sion of the indications and contra-indications of 
the two types of operation except that I wish 
to be put on record as saying that either opera- 
tion is capable of allowing enucleation of the 
prostate in any type of obstruction. 

There is just one feature of surgical technic 
which I should like to discuss with you, and that 
concerns the second step of a two-stage opera- 
tion. Most of you have seen the operation per- 
formed rather blindly. The surgeon inserts his 
finger in the opening made at the first-stage 
cystostomy and blindly, usually with a great 
struggle, makes his attempt to remove the pros- 
tate. He is usually pressing downward away 
from himself or against his own finger, or the 
finger of his assistant, which is in the rectum. 
This stage can be done under direct vision al- 
most as easily as in the single-stage operation 
by reopening the incision, inserting a modified 
Judd retractor, exposing the orifice and starting 
enucleation by the method of Squier. After the 
first break through the mucous membrane when 
the cleavage is made, a lobe forceps grasps this 
part of the prostate and the prostate in this man- 
ner is pulled toward the operator rather than 
pushed away. Following this it is easy to in- 
spect the orifice for bleeding and if there is arte- 
rial activity it is perfectly simple to clamp and 
ligate. It also permits visualization in order to 
trim away tags and bits of tissue which are al- 
most impossible to feel and which are fre- 
quently responsible for delayed convalescence. 
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Since I have utilized this technic, wound healing 
and restoration of vesical function have been 
much more prompt in my hands. 

The next period in development was the one in 
which there was marked improvement in diag- 
nosis. This was prompted by the advent of the 
cystoscope, whereby visualization of the interior 
of the bladder was allowed. Furthermore, asso- 
ciated conditions, such as stone, tumor and di- 
verticula could be determined; it also allowed 
differentiation between prostatic conditions and 
those resulting from lesions of the central nerv- 
ous system. Frequently, central nerve lesions 
manifest themselves clinically by symptoms 
identical to mechanical obstructions, and it is 
only by care and differential study that these 
two groups can be separated. Failure to recog- 
nize them in the early history of prostatic sur- 
gery was responsible for the post-operative in- 
continence in the past. About 48 per cent of 
the patients who came to our clinic with bladder 
symptoms of central nervous disease entered be- 
fore consulting the neurological clinic. Hence 
the importance of recognition of the physical 
findings which are typical of this disease, such 
as relaxation of the internal orifice with relaxa- 
tion of the urethra anu fine trabeculation of the 
bladder and relaxation of the rectal sphincter. 
Along with this there is frequently loss of sexual 
power, 

In diverticulum of the bladder, cystoscopic 
study is particularly important and such a com- 
plication is not infrequent in vesical neck ob- 
struction. Tumors in the bladder are not rare 
in association with obstructive lesions. 

I wish to call particular attention to the ad- 
vantage and necessity of routine cystoscopic ex- 
amination in any case of vesical neck obstruc- 
tion. Not all of these associated conditions need 
major surgery. Most diverticula are removed as 
a part of the surgical technic along with enuclea- 
tion of the gland. I prefer to remove the diver- 
ticulum during the first-stage of the operation. 
Some diverticula, particularly the medium sized 
ones with large openings into the bladder, may 
not require removal if they are present in the 
bladder of a bad risk or an aged subject, and 
if the obstruction is of the lesser degree. Just 
recently I saw a patient 88 years of age who 
had two diverticula with a stone in each. There 
was a moderate obstruction principally of the 
median portion of the prostate. This patient 
was a very poor surgical risk and has been en- 
tirely relieved by means of the punch operation 
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without disturbing his diverticula or stones. He 
passes urine perfectly well and is in good health. 


All stones do not require major surgery. In 
my clinic about 50 per cent of the stones have 
been removed by suprapubic cystostomy or peri- 
neal section along with prostatectomy. The re- 
maining 50 per cent have been cured by litholo- 
paxy either alone or in association with the 
punch operation. I feel that the stonecrushing 
operation has a great place in the treatment of 
vesical calculi and should be more frequently 
employed. 

The next and greatest stage or phase of devel- 
opment of prostatic surgery was the apprecia- 
tion of the importance of the renal state, the 
recognition of the deleterious effects of residual 
urine and its back pressure upon the upper uri- 
nary tract with hydronephrosis, hydro-ureter and 
pyelonephritis. The recognition of this and its 
correction by gradual decompression before sur- 
gery has shown the most tremendous influence in 
prostatic surgery and has been the chief factor in 
transforming this operation from the most dan- 
gerous one in surgery to one of comparative 
safety. Since surgeons have understood the value 
of tests of elimination, such as the phenolsul- 
phonephthalein as proposed by Geraghty, and the 
tests of retention, particularly the non-proteid 
nitrogen and creatinin, our understanding of the 
patient’s ability to tolerate an operation has been 
greatly enhanced. The gradual decompression of 
a full bladder and the simultaneous study of the 
above tests along with decompression have been 
the greatest factors of lessening the mortality 
from uremia, and uremia was, of course, in the 
past the chief agent for mortality. At the pres- 
ent time post-operative uremia is very rare. 

This preparation requires great care and there 
is no question in my mind that catheter drain- 
age is preferable. I see no excuse for doing a 
suprapubic cystostomy for drainage during reten- 
tion. It is exceedingly rare for one who is ex- 
pert not to be able to pass a catheter. It occurs 
not more than once in a thousand times, and I 
have seen but one or two patients who could not, 
with proper handling, tolerate the catheter. Im- 
mediate suprapubic drainage with a full blad- 
der is too hazardous to warrant any favorable 
comment in the hands of an expert urologist. 
With it the mortality should be tremendous. I 
feel that these patients should be prepared with 
a catheter until one is reasonably assured that 
they are capable of tolerating the operation. 
Then the first-stage operation, if it is to be done 
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in two stages, is simply to block the lymphatics, 
to lessen absorption and to separate the serious 
problems of the two different stages. At any 
rate, they should be prepared in a similar man- 
ner to those who are to have either a single- 
stage suprapubic or a perineal operation. 

The next period is the period of conservative 
surgery, which started in 1908-09, when Young 
produced his punch operation for removal of 
median bar. At that time it was supposed to 
take care of 15 per cent of all obstructions. 
Lowsley, Randall and others have shown this 
to be the case from their anatomic studies. This 
created a new era in the surgery of the prostate 
and has stimulated men in different parts of the 
world to develop technics and follow his lead in 
the correction of these pathologic processes. 
With this type of surgery enough tissue is re- 
moved to effect relief of the retention. In the 
majority of instances that is all that is done for 
that type of case in open section. 

This leads us to some of the unsettled points 
in prostatic surgery. I might say we are enter- 
ing a period of prostatic prophylaxis and protec- 
tive surgery. Seeing the great benefit done to 
these cases by the method of Young, I devel- 
oped my operation by simply attaching a cautery 
to the punch and instituting infiltration anes- 
thesia to the neck. In working at this problem 
I have had a remarkable change of mind. By 
applying this type of surgery to more and more 
cases of obstruction, those of greater degree espe- 
cially, I have found that my ideas of prostatic 
enlargement have been almost completely trans- 
formed. Here are some of the points which I 
wish to bring before you this afternoon. 

What is prostatic hypertrophy? Is it a new 
growth, an adenoma as we call it, or is it of in- 
flammatory origin? We have not paid enough 
attention to the effect of physical agents upon 
this growth. We have not paid enough atten- 
tion to the care of the overgrowth without sur- 
gery. Now we are applying minor surgery to 
an increasing number of these obstructions. 

Regarding the character of the growth, just 
a few points. You realize that about one-third 
of all men past fifty are supposed to have pros- 
tatic enlargements. We would not expect that 
a tumor would occur in any gland in the body 
with such frequency. It does not occur in any 
other gland in the proportion of one in every 
three. We realize that the prostate is infected 
in an enormous number of individuals, either 
venereally or non-venereally. We know, too, 
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that oftentimes the infection is insidious. It 
may be present for years without giving any 
symptoms or it may give symptoms which are 
attributed to other things. For one reason or 
another this may go on for years without any 
treatment and allow the prostate to develop 
overgrowth. Geraghty says that hyperplasia 
usually starts near the urethra. I have never 
seen a hypertrophy develop in the eighteen years 
I have practiced in a patient who was treated 
properly for a chronic infection of the prostate. 
On the other hand, I have seen innumerable pa- 
tients who ten, fifteen and eighteen years ago 
had definite hypertrophy with retention in some 
instances and certainly with symptoms of ob- 
struction, so improve under palliative and 
proper treatment of the prostate that today, 
many years later, they have perfectly normal 
prostates without the slightest retention. That 
would speak for an inflammatory condition 
rather than a neoplasm. 

An adenoma is a circumscribed glandular tu- 
mor, but we see a circumscribed tumor from in- 
flammatory hyperplasia. An adenoma usually de- 
parts from the character of the gland in which it 
is located. For instance, an adenoma of the breast 
would seldom give any indication of breast, 
whereas a prostatic adenoma always gives evi- 
dence of prostatic tissue. Ewing has always 
supported the theory that prostatic hypertrophy 
is of inflammatory origin, saying he could offer 
no proof because the prostate was either en- 
tirely removed or left intact. All he had was 
the histologic specimen and he could not differ- 
entiate between the two. Histologically it ap- 
pears as an inflammation in most instances. I 
do not mean that there are no adenomas in the 
prostate. We see many alveoli enlarged. We 
see others lined with single flattened epithelium. 
We see the stroma infiltrated with round cells, 
plasma cells and polymorphonuclear leukocytes, 
increased connective tissue and smooth muscle 
in the peri-acinar spaces. This represents an 
inflammatory condition, such as we see elsewhere 
as under retention or under poor drainage. 
Those of you in gynecology see it in the cervix. 
You see it in the tissues around the ureter, with 
intramural infection around a stone, an over- 
growth which simulates tumor. On removal of 
the stone and lavage the inflammatory over- 
growth disappears. I feel that is the same proc- 
ess that is going on in most of these prostates. 

With the punch operation started in 1919 I 
have been able to remove tissue from the pros- 
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tatic orifice, leaving a great deal of tissue be- 
hind, but removing enough to relieve the ten- 
sion. I have seen innumerable instances where 
the prostate gave every indication of definite 
hyperplasia which disappeared after the punch 
operation, and the specimen removed showed 
definite hyperplasia. Fifteen per cent of the 420 
patients on whom I have done this operation 
have had repeat operations on account of the 
size. 

It has been possible in my hands to apply 
this type of operation on at least 40 per cent 
of all obstructions at the internal orifice of 
the bladder. Many of these have appeared, on 
first inspection, to be too pronounced for any 
surgical technic except enucleation, but after 
drainage and removing parts of the obstruction 
by the punch, these obstructions have so dimin- 
ished as to allow their complete removal at an- 
other sitting with excellent results. I cannot urge 
too strongly the importance of cystoscopic study 
and rectal examination done repeatedly during 
the course of catheter drainage for these pros- 
tates. If we will be patient and make these re- 
peated studies I feel confident that there will be 
a strong tendency on the part of the profession 
to do more of this type of surgery. We see this 
transformation in cancer: a growth which on its 
first indication seems to be benign, appearing 
smooth and firm without irregularities or hard- 
ness, will frequently after a week or ten days’ 
drainage present an entirely different picture. 
After edema, congestion and inflammatory hy- 
perplasia has been absorbed, the fundamental 
basic lesion of cancer is easy: to determine. 

If many of these growths are inflammatory in 
their origin, and if we expect 30 per cent of men 
to develop these overgrowths later in life, it is 
your duty as medical men of the South to in- 
corporate in the general medical examination an 
examination of the prostate as you do the heart, 
lungs and urine. If an infection is found in the 
prostate take care of it. If you do this you will 
protect many of your patients from later ob- 
struction. I sincerely believe that in the course 
of time we may hope to cut down major sur- 
gery for obstructive prostates to a tremendous 
degree. 


University Club Building. 
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ULCERATING AND SCLEROSING GRANU- 
LOMA: SO-CALLED GRANULOMA 
INGUINALE, WITH CASE 
REPORTS* 


By C. Brooxs Wittoortt, M.D., 
Louisville, Ky. 


Frequent reports of small series of cases of 
this disease by well known dermatologists, espe- 
cially in large cities of the North, East and 
South, in spite of the fairly recent belief that 
granuloma inguinale was a tropical disease, 
should prompt us to be on the lookout for an 
occasional case. I am attempting to describe 
the most prominent clinical features of the dis- 
ease as I have seen them. 

Two of the following cases of my small col- 
lection were misdiagnosed: one as syphilis, ter- 
tiary (gumma), by a most prominent derma- 
tologist of one of our largest cities; the other 
was operated upon, the inguinal glands were re- 
moved, and the ulcerations curetted. 


CLINICAL COURSE 


The clinical course of this disease is compar- 
able with that of syphilis. After inoculation the 
initial lesion or lesions appear in the course of 
a few days to a few weeks; actual inoculation 
by contact of parts or transference of discharge 
perhaps by various ways may be responsible for 
its development. The most common locations 
of the initial lesions are the glans penis, shaft, 
inguinal regions, perineum and rectal region in 
the male, the vulva, fourchette and labia in the 
female. The cases reported have occurred more 
frequently in the male sex in both races, while 
the larger per cent of cases have been in the 
negro race in this Country. 

In reported cases as well as in my own ob- 
servation, the initial lesion always begins as a 
small nodule, shortly becoming a pustule and 
rapidly breaking down into a shallow ulcer, in 
which stage, if a correct diagnosis is made and 
appropriate treatment begun, an early cure is 
quite possible. Usually other nodules develop 
shortly near the first, going through the same 
stages, some forming larger ulcers, which exude 
a thin, milky secretion of a sour, fetid odor, 
which is diagnostic. These ulcerating granu- 





*Read in Section on Dermatology and Syphilology, 
Southern Medical Association, Twenty-First Annual 
Meeting, Memphis, Tennessee, November 14-17, 1927. 
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loma may coalesce roughly, leaving apparently 
healthy patches of skin intervening, and remain 
limited to a comparatively small area for 
months, or even years, if treated intelligently; 
while in untreated and improperly treated cases 
there is marked tendency to spread. The con- 
dition then involves first one inguinal region, 
crossing over the base of the penis to the oppo- 
site side, extending up as far as the iliac crest 
or taking the perineal route, and gradually in- 
vades the anal region and buttocks. By auto- 
inoculation these lesions may appear discretely 
upon any surface of the skin of the body. This 
spreading is more or less serpiginous, there al- 
ways being a tendency toward healing in small 
areas, with apparently healthy areas of skin sur- 
rounded by new ulcerating areas which progress 
to well defined, elevated lesions with a bluish- 
white border. The ulcers are superficial granu- 
lomatous masses with elevated granulations 
which bleed easily and when healed may ap- 
pear atrophic, or there may be actual scar for- 
mation, depending on the deepness of the struc- 
tures invaded. Secondary infection is usually 
present, but fairly superficial in its destructive 
action. There seems to be a marked tendency 
toward migration to adjacent surfaces, although, 
after apparent healing, new lesions may appear 
in an old previously involved area. Pain is not 
ordinarily a symptom, perhaps no more than in 
ulcerating syphilides, but friction and edema of 
the affected parts may cause the patient much 
discomfort. My own experience is in accord 
with previously reported cases as to the non- 
involvement of region lymph nodes. The enor- 
mous edema of the penis and labia may be ex- 
plained by the blocking off of the return lvmph 
channels. 


DIFFERENTIAL DIAGNOSIS 


Tuberculosis, syphilis, phagedemic chan- 
croids, yaws, epithelioma and even blastomycosis 
may similate this disease, but usually the cor- 
rect diagnosis is not difficult if proper labora- 
tory tests are made. The lesions develop more 
rapidly than tuberculosis and more slowly than 
syphilis, and anti-syphilitic treatment has no in- 
fluence on them, although most reported cases 
have a complicating syphilis. They are differ- 
entiated from chancroid by their sclerosing, ele- 
vated, rolled-out edges in contrast to the under- 
mining edges of chancroid. Carcinoma may 
closely resemble granuloma inguinale, especially 
if the initial lesion is on the glans penis, but 
here the granulations are not exubrient. Yaws 
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can be differentiated by prompt response to anti- 
syphilitic treatment, together with its rarity in 
this Country. Blastomycosis may closely simi- 
late it, especially if the lesions are discrete, 
small and distant from the primary field of dis- 
ease. While the lesions of both conditions bleed 
easily, blastomycosis shows a tendency to crust- 
ing and the exudation is thick and pussy in ap- 
pearance and often expressed in droplets in con- 
trast to the thin, foul-smelling discharge of 
granuloma. 

Diagnosis is not usually difficult if there is 
a history of long-standing superficial and granu- 
lating ulceration with a thin, sour-smelling dis- 
charge usually located about the genitals with 
no glandular involvement. Involvement of the 
mucous membrane of the anus has not been pres- 
ent in any case in my observation, but Hunter, 
of England, reports a case of the lower lip, 
mouth, pharynx and larynx, and Ross, of Vir- 
ginia, reports a case of involvement of the nose 
and larynx. 

The spread of this disease by auto-inoculation 
is borne out by its most frequently invading 
areas where opposing surfaces of skin lie in con- 
tact, as the foreskin of the penis, or the folds 
of the perineum. Discrete lesions on distant 
parts are infected by the discharges carried by 
means of clothing or fingers. In one of my 
cases the lesions on thighs, legs and calves were 
small and discrete, highly resembling blastomy- 
cesis, and were evidently due to auto-inoculation 
from the inguinal region, where the disease first 
appeared. 

TREATMENT 


While tartar emetic in a 1 per cent solution, 
beginning with 2 c. c. and increasing 1 c. c. 
every other day till 8 to 12 c. c. are adminis- 
tered at a dose, being continued for several 
weeks, was supposed to be a specific, I did not 
find it so. Neither have I found the more recent 
preparation, antimony thioglycollamid, which is 
prepared without boiling and should not be used 
after a few hours or when it becomes hazy (dose 
0.05 to 0.1 gm.), a specific, except in one case, 
and x-rays in doses of 1% to 1% skin units 
were administered to all lesions prior to the ad- 
ministration of the antimony preparation. This 
suggests that the breaking down effect of the 
x-rays on the diseased tissues might enhance the 
action of the antimony. 

In early treatment, especially in small lesions, 
x-rays will cure, as reports by McKee have 
shown. Extensive areas resistant to well con- 
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ducted administration of antimony, especially 
when stiffness of the neck and tendency to nausea 
persist, are, I believe, an indication for surgery 
or even actual cauterization where practicable. 


The more recent vaccine treatment prepared 
by isolating the organism of Bacillus venerogran- 
ulomatosis has been recommended by Drs. Gol- 
ziesher and Pick, of New York, and in conjunc- 
tion with tartar emetic may be a step forward 
in working out a cure for this disease. One 
of our cases in this report was treated success- 
fully with mercurochrome intravenously. 


CASE REPORTS 


Case 1—A white man, aged 29, Polish, was op- 
erated upon for ulcerations and enlargement of glands 
in the left groin in December, 1925. At that time he 
had a few small superficial ulcers in the left groin, 
thought to be the cause of the glandular condition. 
The wound drained for three weeks, but never com- 
pletely healed. Small granulating ulcers persisted with 
a thin discharge of sour-smelling odor. In March, 1926, 
I saw this patient and he stated that three weeks pre- 
viously another small red papule had appeared on the 
thigh, shortly followed by fifteen or twenty such lesions 
on the thighs and buttocks, down the legs to the knees 
and calves. On examination, the left inguinal region 
presented an unhealed incision markedly indurated and 
discharging a sero-pus of sour, fetid odor. The color 
was bluish-white and a few discrete finger-nail-sized 
lesions were present in the groin and outer margin up 
to the iliac crest. These superficial ulcerations were 
covered with crusts which, when detached, disclosed an 
ulcerating granulomatous area bathed in the same sero- 
pus-like exudate. There were other lesions on the 
thighs, legs and calves, possibly a dozen in number and 
similar in character. The exudate from these discrete 
lesions was rather suggestive of blastomycosis, granula- 
tion and drops of pus presenting when scabs were dis- 
lodged. My first impression was blastomycosis, and I 
considered secondarily granuloma or syphilis. Labora- 
tory tests were negative for blastomycosis and _ lues, 
but positive for Donovan bodies in all lesions. 

Treatment was cen gy instituted. X-rays of 
1%4 skin unit, unfiltered, followed by daily dressings 
and intravenous injections every second day of 20 c. c. 
of antimony thioglycollamid resulted in marked im- 
provement at the end of the third week. The patient 
then left the city with instructions to return in six 
weeks for observation. 


Case 2—A white man, 48 years old, native born, had 
had syphilis 20 years previously with ample treatment, 
evidently, as both blood and spinal fluids were repeat- 
edly negative. This case, on first examination, showed 
a single lesion on the glans penis at its junction with 
the foreskin (the patient having been circumcised many 
years previously), a slightly elevated nodule bluish-white 
in appearance, the size of a lead pencil rubber and 
moistened with a serous, sour-smelling, thin discharge. 
This single lesion had been present some months and 
I was asked to accept the diagnosis of lues, a late 
lesion, and treat it as such, that diagnosis having 
been made in spite of numerous negative blood and 
spinal fluid tests. Several doses of 606 had already 
been administered, and after a few more intravenous 
treatments with no improvement, I decided on another 
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diagnosis, which was promptly substantiated when Don- 
ovan bodies were demonstrated in smears. Imme- 
diately tartar emetic treatment was begun every other 
day, but after several doses stiffness of the neck and 
nausea followed. The newer preparation of antimony 
thioglycollamid was substituted and continued for some 
months with only slight effect, the same symptoms ap- 
pearing. Hardening of the veins finally resulted like 
that following administration of arsphenamin, so treat- 
ment was discontinued. Dressings were always done 
twice or more daily, and everything which was recom- 
mended locally in the literature was tried with the 
result that only one small lesion persists after two years 
of treatment. 

The course of this case was most interesting, as the 
second lesion appeared about 1.5 inches from the first 
(some weeks later) upon the skin of the shaft. It 
gradually broke down, began spreading, and similar 
lesions appeared every few weeks farther back, finally 
at the base at the junction of the belly wall, extending 
back along the shaft and inundating the fatty tissues 
for 1.5 inches. The process inundated and destroyed 
the whole skin surface of the shaft so that only a half- 
inch strip of skin remained underneath just back of the 
frenum. This is still edematous, though active ulcera- 
tion is no longer present, except for a small finger-nail- 
size lesion in the left groin, which was also invaded, 
and now presents scarring with healthy areas interven- 
ing. The appearance of the penis is exactly as if it 
had been stripped of foreskin down to the smooth 
tissues beneath with no sign of scarring or atrophy, 
having taken on the texture of the glans after circum- 
cision. A small scar remains on the glans at the corona 
just where the first lesion appeared. 


Case 3.—A negro man, 50 years of age, had his initial 
lesion fifteen years previously while in the United 
States Army in the Philippine Islands. A small hair- 
pierced nodule of bluish-white color in the right groin 
soon broke down into an ulcer, and similar lesions ap- 
peared to follow the same course. The lesions roughly 
coalesced, spreading toward the penis, crossing over the 
base to involve the left side many years later. The 
patient, who was rather intelligent, stated that he had 
never had a positive Wassermann or any kind of vene- 
real sore before this lesion developed. I saw him 
three years ago in the City Hospital Clinic and he pre- 
sented lesions on the right side only. He was treated 
intensively for two years with tartar emetic, later with 
antimony, receiving approximately one hundred doses 
of each. The lesions one year ago were almost healed, 
when unusual activity occurred. They spread rapidly 
to the left side, where their ravages became much more 
extensive. They reached the upper groin as far as the 
crest of the ilium, traversing the perineum to involve 
the peri-anal region and buttock. 

About three months ago I administered a large dose 
of x-rays, 1% skin units, unfiltered, and requested him 
to return at the end of six weeks for further intrave- 
nous treatment with antimony. He has recently been 
subjected to extensive cauterization, and, on examina- 
tion a few days ago, he presented quite a marked im- 
provement. 


Case 4.—A negro boy, 20 years old, reported the dura- 
tion of his disease (since the primary lesion was notice 
on the glans penis) to be eleven months. The first 
nodule broke down in about one month and ulceration 
spread rapidly to involve the glans, frenum, urethra 
and foreskin. Tartar emetic treatment was then in- 
stituted, beginning with 1 c. c., increased to 5 c. ¢. 
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every other day beginning January 15, 1927, and con- 
tinued until March 15, 1927, with only slight improve- 
ment. The patient applied to the Skin Clinic, Louis- 
ville City Hospital, for diagnosis and treatment April 
8, 1927. A diagnosis of granuloma inguinale was made 
and on the next day treatment was begun with 10 
c. c. of a 1 per cent solution of mercurochrome in- 
travenously. The first dose resulted in an immediate 
reaction with nausea and dizziness, which soon passed, 
and no further symptom of reaction appeared during 
the entire course. About twenty doses, varying from 
15 to 20 c. c., were administered at weekly intervals, 
the last treatment on August 5, 1927. The lesions all 
healed, the only scarring resulting from destruction of 
the glans penis and urethra. The patient was told to 
return in three months for observation, which he did. 
There were no further symptoms of return of the dis- 
ease and the case was considered cured. 





DISCUSSION (Abstract) 


Dr. E. D. French, Miami, Fla—The term, sclerosing 
granuloma, suggested by Dr. Howard Fox, is, I be- 
lieve, more descriptive than granuloma inguinale. The 
condition is not confined to the inguinal region, nor 
even the skin, as cases have been reported in which 
the mucous membrane was affected. 

Because, as a rule, these patients suffer little actual 
discomfort and the disease most often occurs in the 
unintelligent negro subject, we rarely see the case early. 
Hence the treatment is prolonged, sometimes three or 
four months. 

Dr. Willmott mentioned the fetid odor as character- 
istic. I do not believe this odor could be discrimi- 
nated from that of other chronic ulcerative conditions 
in the inguinal region. 

The manner of infection has not been settled. Per- 
haps an intermediate host, possibly pediculi, may trans- 
mit the disease. 


Dr. J. A. McIntosh, Memphis, Tenn —One systemic 
change in granuloma inguinale occurs in the plasma 
globulins. It may be detected by the formol gel test. 

I find that minute doses, 0.3 gm., of tartar emetic 
repeated twice daily, is sufficient to clear up the le- 
sions. “Small doses stimulate, large doses kill.” There- 
fore, I see no good reason why large doses should be 
given. 

I believe that the Donovan body is the cause of 
granuloma inguinale. Its nature is in doubt. I think 
it is an encapsulated bacillus. 


Dr. D. C. Smith, University, Va—The current issue 
of the American Journal of the Medical Sciences con- 
tains an article by Campbell, of Bellevue Hospital, New 
York City. He reports that he has been unable to 
produce granuloma inguinale from cultures of the Dono- 
van organism. In a few cases small ulcers were formed 
at the site of injection, but all of these healed rapidly 
without treatment and he did not consider that the 
disease had been produced. The production of the dis- 
ease in human beings by inoculation with pieces of 
infected tissue does not prove that the Donovan or- 
ganism is the cause of this disease. There may be 
present an unrecognized agent responsible for the dis- 
ease. Campbell states that there is strong suggestive 
evidence that the Donovan organism is the cause of 
granuloma inguinale, but that it has not been definitely 
proved. 


Dr. J. Lee Kirby-Smith, Jacksonville, Fla—I cannot 
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recall having seen a case of granuloma inguinale in my 
office. During a fifteen-year connection with a clinic 
for skin diseases in Jacksonville I have not had a white 
patient with the disease. I would like to ask Dr. 
Willmott if he has had a white patient with granu- 
loma inguinale. 


Dr. Howard Hailey, Atlanta, Ga—In answer to Dr. 
Kirby-Smith’s question, Dr. John McRae, of Atlanta, 
reported a case of granuloma inguinale on the penis of 
a white man. 


Dr. A. H. Lancaster, Knoxville, Tenn—Last summer 
a patient came into our Clinic with granuloma in- 
guinale. The site of infection was the foreskin and 
anterior part of the shaft of the penis. Records of 
the Clinic showed that about three years before this 
same man was a patient at the Clinic with granuloma 
inguinale. At that time he was given tarter emetic, 
which cleared up the infection. After the infection was 
clinically well a circumcision was recommended and 
performed. Healing was prompt. 

On return of the patient, three years after the ap- 
parent cure and circumcision, he still had granuloma 
inguinale with an ulcerative foreskin, fibrous in nature, 
extremely thick and leathery and far longer than before 
circumcision. 

This case shows the tendency to recurrence after 
apparent cure and also that there may be a proliferative 
process as well as an ulcerative. 


Dr. Emmett R. Hall, Memphis, Tenn—I should like 
to ask Dr. McIntosh if he has been able to transplant 
from artificial culture a granuloma inguinale. 


Dr. McIntosh—I have only presumptive evidence. 


Dr. Willmott (closing) —Two of my cases are white 
men. One is a physician. I have seen only about eight 
cases. This man has no foreskin left on the penis, 
with the exception of an almond sized area around the 
frenum. The penis has absolutely healed, but so much 
of the frenum is infiltrated. There is no active lesion 
except a quarter size patch in the right groin. This 
disease went back under the belly very far, but never 
did take the perineal route. When we finally got the 
thing down to about the size of a half dollar he con- 
sented to be cauterized and I believe we have cured 
him. I saw him yesterday and I could still detect that 
sour odor. 





A STATE TUBERCULOSIS PROGRAM* 


By James M. Grauam, B.D.,+ 
‘Montgomery, Ala. 


I shall give the essentials of the program of 
tuberculosis control of the State Board of 
Health of Alabama. 

To begin with, let us face the facts as they 
appear on the basis of uniform experience. They 
are: 





*Read in Section on Public Health, Southern Medical 
Association, Twenty-First Annual Meeting, Memphis, 
Tennessee, November 14-17, 1927. 

Director, Tuberculosis , Control, State Board of 

ealth. 








876 SOUTHERN MEDICAL JOURNAL 


(1) It appears impossible to build and prose- 
cute a comprehensive intelligent program for 
the control of any communicable disease with- 
out first locating the foci of infection and de- 
termining thereby the extent of the problem 
involved. 

(2) Experience proves that no communica- 
ble disease can be controlled by giving chief at- 
tention to the developed cases. 

(3) The logical conviction on the basis of 
experience is that we must locate our cases and 
their immediate family contacts and classify 
them as to race, sex, occupation, age, and geo- 
graphical location. The sanest authorities with 
the largest experience from the standpoint of 
years of service, area covered and researches 
made, tell us emphatically that large invest- 
ments in material construction or other forms of 
service for meeting the demands of a situation 
which we do not know is plainly and emphat- 
ically a mistake and an injustice to every one 
concerned. The demands of the problem cannot 
be known until the problem is uncovered and 
measured. What, then, should be the elements 
of a practical constructive program? 


THE PROGRAM 


The program should include at least the fol- 
lowing items: 

(1) Through every promising means available 
we should locate and register, on uniform cards, 
all cases of tuberculosis. That means: 

(1) Known active cases. 

(2) Arrested cases. 

(3) Suspected cases. 

(4) Those who have died of tuberculosis in 
the recent past. 

(II) The record in each case should show 
the following: 

(1) Case number. 

(2) The date upon which the disease was 
discovered. 

(3) Name, residence, age, sex, color and oc- 
cupation, and the name of the examining physi- 
cian and his address. 

(4) Form of tuberculosis. 

(5) The status of the patient: whether in- 
cipient, moderately advanced, advanced, arrested 
or suspected. 

(6) Clinical condition and whether ambu- 
latory or bed-ridden. 

(7) Number, ages, and sex of dependents. 
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(8) Number of bed rooms in the house. 

(9) Whether home is screened. 

(10) Water supply. 

(11) Milk supply. 

(12) Type of sanitation. 

(13) Whether there is a fly nuisance. 

(14) Whether any food is sold from the 
premises. 

(15) Definite and repeated efforts toward in- 
struction and guidance of patient and contacts. 

(16) Frequent laboratory. examinations of 
sputum. 

(17) Annual or semi-annual thorough physi- 
cal examination of all family contacts. 

(III) Build and keep on display in the county 
health office a spot map showing: 

(1) Number and location of all cases found 
in the county. 

(2) Number and location at death of all 
who have died of tuberculosis in the county 
within the past two or three years. 

(3) Number of persons living in the home 
where there are cases of tuberculosis and in 
homes where persons have died of tuberculosis 
within the past two or three years. 

(IV) Build and keep on display in the state 
office a map showing: 

(1) Number of cases in each county. 

(2) Number of deaths by year for the past 
two or three years. 

(3) Number of persons living in the tuber- 
culous-infected home. 

(V) A maximum of visitation, supervision and 
instruction for all cases of tuberculosis and 
members of their families. In this give par- 
ticular attention to such questions as food, sleep- 
ing quarters, habits, personal and environmental 
hygiene and sanitation. It is, of course, un- 
derstood that the health worker will not visit 
nor seek to instruct any case or family which 
is under the supervision of a private physician 
without first securing the physician’s hearty en- 
dorsement and cooperation. 

(VI) General and specific educational activi- 
ties of the local health worker is re-enforced 
by workers from the state office. In this edu- 
cational work particular attention must be given 
to individual and family instruction, teaching 
the patient to refrain from further infecting his 
environment and teaching the family how to 
live with the patient without becoming further 
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infected. Much attention should be given to 
conferences, lectures, the distribution of helpful 
literature and the exhibition of lantern slides and 
motion pictures in the communities where cases 
are located. 

All the educational work should emphasize the 
importance of clean, nourishing food, well pre- 
pared and eaten at regular intervals. Emphasis 
should also be put strongly upon the impor- 
tance of clean, well-ventilated sleeping quarters 
and the prevention of all other communicable 
diseases. A strong physical body with positive 
health as a dominant factor should be stressed 
as the surest protection against tuberculosis. 
The people should be frankly told that the best 
authorities agree that nearly all the people are 
early infected with tuberculosis, whether they 
have a case in their home or not, and that it 
is a question of being so physically well and 
strong as to be able automatically to prevent the 
development of the disease. 

In all our contacts with all the people we 
should stress the very great importance of early. 
careful and frequent physical examinations of all 
persons, and especially of those who have been 
in close living or working contact with active 
cases or suspected cases of tuberculosis. We 
should urge the importance of turning a deaf 
ear at all times to quacks and non-medically 
trained men and women who attempt to exam- 
ine, prescribe for, or treat any case of illness. 
We cannot stress too strongly the fact that only 
thoroughly trained competent physicians should 
be entrusted with so vital and sacred a matter 
as the examination and treatment of human be- 
ings. 

It is easy to see that the program here out- 
lined can be carried out only in counties having 
regular full-time health units. Experience seems 
to have proved that the most effective public 
health work must be under the leadership and 
done through organized official health agencies 
created by the state and held by law responsible 
to the state for results. 

Your state board of health must assume the 
tasks and responsibilities for educational effort 
in every county whether there is an organized 
health unit there or not, and the first great task 
to be performed in such a county is that of 
pointing out what are most likely to be the 
health conditions and how they may be reme- 
died or improved upon by the activities of an 
official health agency. This kind of pioneer 
work is largely laid upon the state bureau or 
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department of tuberculosis control, but chiefly, 
perhaps, upon the department of the state board 
of health, sometimes called the bureau of pub- 
licity and education. 

It is now clear that the larger part of the 
problem of tuberculosis control lies not with the 
case, but with the contact. As far as possible, 
the education of the case and the contact should 
be simultaneous and under the same environ- 
mental conditions. Contentment of the patient 
is a tremendous factor in realizing a cure. The 
average person experiences greater contentment 
in the midst of a familiar environment sur- 
rounded by his own people and friends and in 
his own home. 

Some cases will be found whose home condi- 
tions are such that removal may seem impera- 
tive. We must do the best we can with such 
cases and homes pending the time when our sur- 
vey reveals to us the size of this phase of the 
problem, and then we can make positive, intel- 
ligent and comprehensive recommendations to 
the state touching the necessary provision for 
this particular element. 





DISCUSSION (Abstract) 


Dr. S. W. Welch, Montgomery, Ala.—We have not 
been proceeding intelligently in the control of tuber- 
culosis. This is simply a gesture in another direction 
in the hope of finding a solution to the problem. 


Dr. J. A. Hayne, Columbia, S. C—If we have been 
proceeding in the wrong direction since 1904 in the 
control of tuberculosis, we have certainly accomplished 
a wonderful amount proceeding wrongly; because there 
is no other disease that has been cut in half as to 
death rate, as has tuberculosis. 


Dr. Welch—-They have spent millions in the East; 
and our death rate has fallen faster than theirs. 


Dr. Hayne.—As a scientific man, I could not accept an 
ex parte statement from Alabama. But those states that 
have been in the Registration Area have shown this de- 
creased death rate. 


Dr. Alexander S. Garrett, Weatherford, Texas—In a 
small way we have started in our county and in our 
city a series of public health lectures, and I am at 
the present time health officer both of Weatherford 
and Parker County. It has been my practice for a 
while to deliver public lectures on important diseases, 
like tuberculosis, cancer, diphtheria and several others. 
After delivering the lectures, I have a condensed form 
of it put in the local papers and spread the knowledge 
throughout the County. In this way I have endeavored 
voluntarily to reach most of the citizenship of our 
City and entire County in reference to tuberculosis. 

Just recently I have obtained from the physicians of 
our County the names and postoffice address of the 
patients whom the physicians knew to be infected with 
tuberculosis, and have asked the State Public Health 
Department to mail literature on the disease direct to 
them at their homes. 
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ASHEVILLE AND NORTH CAROLINA 


In North Carolina lies a colony site (Raon- 
oak) which in the annals of English colo- 
nization in America, antedates both Plymouth 
Rock and Jamestown. In 1587, Sir Walter Ral- 
eigh despatched vessels and men to a “new 
fort in Virginia” to settle, and shortly afterward 
Virginia Dare was born, the first white child 
born in America. Her grandfather, the governor 
of the colony, departed for England a few days 
after her birth, and Virginia Dare and the lost 
colony pass from history to romance. On his 
return some years later after the war with 
Spain, he found none of the colonists; but a 
secret token which they had carved on a tree, 
“Croatan,” convinced him: that they were safe, 
probably with a neighboring Indian tribe. He 
never found the lost colonists, but later settlers 
discovered the ancestors of the present Croatans, 
using primitive and archaic English, farming and 
owning slaves, and in many cases bearing the 
surnames of those who disappeared from the 
early colony.* 

North Carolina is thus one of the oldest settled 
communities in America. Like the rest of the 
South, after the Civil War it was for a long time 
inactive. In the past fifteen years it has arisen 
from the lethargy which formerly pervaded this 
part of the Country, and remarkable changes 





*Chater, Melville: Motor Coaching Through North 
Carolina. Nat. Geographic, 49:475, 1926. 
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have been made in the educational level of its 
people. 

To come up to the near-present, in 1912 there 
were no good roads in North Carolina, and there 
was but one motor car to three hundred and 
eighty people. Now the state highway is spend- 
ing annually sixteen dollars per capita, or twice 
the National average, in road construction and 
upkeep. There is now one motor to every eight 
persons. The State has a splendid hydro-electric 
development; it is rich in timber resources, and 
through its textile and tobacco industries. 


With improved financial conditions its educa- 
tional advantages have broadened. ‘The Univer- 
sity of North Carolina at Chapel Hill has risen 
from the rank of an insignificant and poorly- 
supported state university to one of high standing 
among the universities of America. The plans 
and prospects of Duke University should event- 
ually place it on a par with the best institutions 
in the world. 


Striking changes are apparent in the moun- 
tainous territory surrounding Asheville. Hand 
weaving, encouraged and stimulated by Mrs. 
Vanderbilt to help the mountain people, has de- 
veloped into a very large industry. Not many 
years ago the “land of the sky” was preferably 
called the “land of doing without,” from the 
ignorance and poverty of its inhabitants. The 
millennium is not yet here, and poverty and ig- 
norance are not banished from the earth, but 
where the North Carolina mountaineers formerly 
had an illiteracy percentage of 185 in every 
1,000, the modern community school and good 
roads are relegating illiteracy to the middle 
aged.* 

In 1912, the year following the expansion of 
the Southern Medical Association from six 
Southern states to all the Southern states, North 
Carolina had less than half a hundred members 
in the Association. Today it has half a thou- 
sand members and is consistently adding to its 
roster from the active profession of the State. 
The physicians are advancing pari passu with the 
advancing South. 

The first meeting of the Association in North 
Carolina was its thirteenth annual meeting. 
This was in the attractive mountain city of 
Asheville, November, 1919, the year following 
the influenza pandemic and the close of the 
World War. Again in 1928, nine years later, 
the pilgrimage is toward North Carolina for the 
twenty-second annual meeting, which is to be 
held in Asheville, November 12-15. 
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Asheville’s medical society, the Buncombe 
County Medical Society, which numbers among 
its members many outstanding physicians, is pre- 
sided over this year by Dr. O. F. Eckel. It has 
always had a particularly large and active mem- 
bership in the Southern Medical Association. 


The local Committee for the meeting has been 
organized many months and is functioning well 
under the leadership of Dr. Paul H. Ringer, Gen- 
eral Chairman. The general headquarters, ex- 
hibits and eleven sections will be housed in the 
Tyler Building, two blocks from the City Audito- 
rium and the headquarters hotels, where the re- 
mainder of the scientific activities will be held. 
All activities are within two blocks of one an- 
other. The arrangements will make it possible 
to go from one meeting to another easily and 
quickly. 

Asheville entertains thousands of tourists each 
year and therefore has comfortable and commo- 
dious hotels. There are hotels, both European 
and American plan, to suit every taste and price. 
(See “Hotels,” page 881.) Dr. F. Webb Grif- 
fith, Haywood Building, Asheville, is Chairman 
of the local Committee on Hotels, and he and his 
Committee will be glad to be of service to physi- 
cians contemplating attending the meeting. 

None can afford to miss these annual meet- 
ings, where a survey of the year’s medical prog- 
ress is available in four days, and where especial 
emphasis is always placed upon Southern prob- 
lems. Unusually strong and attractive pro- 
grams have been prepared for the Asheville 
meeting. Entertainment such as Asheville alone 
knows how to plan and execute is being ar- 
ranged for the physicians and their families, 
with something special for the ladies. A record 
attendance is expected. 





ETIOLOGY OF TRACHOMA 


The death of Hideyo Noguchi in May of this 
year was a great loss to America. He died, as 
is well known, a victim of yellow fever, one of 
the diseases to whose study he had very exten- 
sively contributed. 

Noguchi! announced over a year ago that he 
had isolated the specific organism causing tra- 
choma, a disease which is more frequently en- 
countered in this Country than many persons 





1. Noguchi, Hideyo: Experimental Production of a 
pee ulmaaa Condition in Monkeys. J. A. M. A., 89: 
» 1927. 


SOUTHERN MEDICAL JOURNAL 879 


have believed.? It was only very recently that 
a detailed account of the work appeared.2 The 
description of the train of thought that led to 
his preparations, and of the organization, equip- 
ment and personnel which he used to find the 
etiological bacterium, are typical of the ad- 
vanced, highly organized scientific work being 
carried on in several parts of America today. A 
well-equipped mind has instituted a search for 
an elusive organism: not like the proverbial 
tennis player looking for a lost ball, by running 
to and fro about the ground, returning over the 
same territory many times to peer into the same 
hiding places and totally overlooking other areas 
which may equally well contain the object. He 
has gone slowly and methodically up and down 
in straight lines, scrutinizing every inch of the 
contiguous territory, utilizing all available labo- 
ratory procedures and large numbers of ani- 
mals, which, in this instance, as the organism 
was non-pathogenic for rabbits, had to be mon- 
keys, chimpanzees and orang-outangs. 


After a review of the literature on the experi- 
mental production of trachoma, he concluded 
that the only reliable knowledge to be gleaned 
from it was that the inciting agent of trachoma 
occurs in the eye lesions and is capable of being 
transmitted to certain species of animals. His 
plan for ascertaining whether a definite organ- 
ism was the causative agent was then outlined. 
He determined to use materials from well ad- 
vanced, untreated cases of human trachoma, a 
few cases to be studied in minutest detail. Di- 
rect inoculation of monkeys was to be made 
with fresh material. This, however, was usually 
unsuccessful. The cultures were made on sev- 
eral special culture media as well as on the 
ordinary media, and were kept at low tempera- 
tures (15-30° C.) as well as at the usual incu- 
bator temperature. The culture plates and tubes 
were examined at frequent intervals for several 
weeks after implantation, and each micro-organ- 
ism obtained was isolated. Irrespective of mor- 
phological and other properties, every kind of 
micro-organism isolated from the trachomatous 
material was tested on more than one monkey. 


Since advanced untreated cases of trachoma 
occur among students admitted to the Govern- 
ment schools for Indians, arrangements were 
made for Noguchi to be present at the routine 
examination of the students of the Albuquerque 


2. Mossman, Paul D.: Trachoma in the _ State’s 
Health Program. JOURNAL, page 865, this issue. 

38. Noguchi, Hideyo: Etiology of ‘itacnoma. Jour. 
Exper. Med., Supp. 2, 48:1, Aug., 1928. 
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Indian School to select cases for study. From 
the very few cases chosen for detailed examina- 
tion, a number of common bacterial forms, cocci, 
bacilli and sarcinae were secured and tested by 
monkey injection without result. Two distinct 
varieties of peculiar Gram-negative motile ba- 
cilli were found, one of which on testing proved 
capable of inciting chronic granular conjuncti- 
vitis in Macacus rhesus and in the chimpanzee. 
It was grown with some difficulty, and appeared 
closely related to a well-known organism, Bac- 
terium monocytogenes. Noguchi says that but 
for his resolution to test every organism by ani- 
mal inoculation this bacterium, which seemed 
unpromising, would have been abandoned. Di- 
rect inoculation of the many other organisms 
produced only fleeting reactions or acute in- 
flammation which soon subsided. Injections of 
a culture of the new bacillus which he called 
Bacterium granulosis induced a persistent gran- 
ular conjunctivitis, apparently, in gross and mi- 
croscopical sections, identical with trachomatous 
granular conjunctivitis in man. 

The organism could be recovered from the 
inoculated animals which developed the disease. 
Persons familiar with its appearance were able 
to find small groups of the bacilli in micro- 
scopic specimens of human and monkey tracho- 
matous tissues. Many illustrations of the con- 
dition in humans and animals are shown. 

It was concluded that the new micro-organism 
Bacterium granulosis is the specific cause of tra- 
choma in man, since it was present in tracho- 
matous lesions, reproduced the disease in ani- 
mals, and could be recovered from the experi- 
mental cases. 





ABSORPTION OF PROTEIN 


The normal human intestine has been consid- 
ered impermeable to whole protein. Amino 
acids, the ultimate soluble digestion products of 
proteins, are known to be formed from protein 
in the alimentary tract, to pass through the in- 
testinal capillaries, and later to be resynthetized 
to form the specific proteins of the tissues.1 It 
has been variously shown that under certain 
conditions ingested foreign proteins will rapidly 
enter the circulation. If excess alkali, or bile, 
is taken on a fasting stomach, presumably be- 
cause of injury to the intestinal mucosa, whole 
proteins may pass very rapidly from the diges- 





1. Starling, E. H.: Human Physiology, Fourth Ed. 
Philadelphia: Lea & Febiger, 1926. 
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tive tract into the circulation. Several methods 
of oral vaccination against the intestinal bac- 
terial infectious diseases, such as typhoid fever, 
have been based upon this fact. 

The mechanism of protein absorption is of 
course important in studies of atopic or allergic 
states. Urticaria may be caused by foreign pro- 
tein which enters the circulation of allergic sub- 
jects. Walzer,?** of Cornell, has devised an 
ingenious method which indicates the diffusion of 
unaltered protein through the intestinal wall of 
normal individuals. His method depends upon 
injection into a normal person of serum from a 
patient who is markedly hypersensitive to a spe- 
cific food. The protein subsequently eaten re- 
acts with the injected serum to form a wheal. 

In a number of experiments the normal sub- 
ject was kept on a fish-free diet for twenty-four 
hours, then passively and locally sensitized to 
fish by intradermal injection on the arm of 0.05 
c. c. of suitable serum from patients naturally 
hypersensitive to this food. On the following 
morning the subject was fed 50 grams, or one- 
third, of a raw herring on an empty stomach. 
In from two minutes to two hours a reaction 
occurred at the sensitized site, with pruritus, 
erythema and a wheal, due to union of fish pro- 
tein with the reagent from the hypersensitive 
serum, and proving that unaltered fish protein 
had penetrated the circulation from the diges- 
tive tract. The same reaction with wheal pro- 
duction could be induced with other proteins, 
such as egg albumin, if the subject were first 
passively sensitized with an egg sensitive serum. 
If normal serum was injected into the subject’s 
arm, no wheal resulted at the site of injection. 
If the sensitive serum was injected into the arm, 
followed by injection of the offending protein 
into the same site, a wheal resulted, as it did if 
the protein was eaten. The reaction did not 
occur after the eating of cooked protein. 

In these experiments, obviously, no methods 
were employed to damage the intestinal mucosa 
and the protein penetrated a normal membrane. 
In one case of hookworm which received the 
sensitive serum, no skin reaction after eating the 
protein, that is, raw herring, could be elicited, 





2. Brunner, Matthew, and Walzer, Matthew: Absorp- 
tion of Undigested Proteins in Human Beings. Arch. 
Int. Med., 42:172, Aug., 1928. 

3. Walzer, A., and Walzer, M.: Studies in Urticaria: 
Wheal Production Through Internal Channels. Amer. 
Jour. Med. Sci., 173:279, 1927. , 

4. Walzer, A., and Walzer, M.: Urticaria: Experi- 
mental Wheal Production of Normal Skin Through 
Internal Channels. Arch. Derm. and Syph., 17:659, 
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and in atopic patients and in some atopic fami- 
lies there was a tendency to a diminished or neg- 
ative reaction. The appearance of the wheal 
was frequently delayed. 

It appeared to Brunner and Walzer? that the 
absorption of detectable quantities of unaltered 
protein from the digestive tract is a normal phe- 
nomenon. It failed to occur, or its occurrence 
was delayed, in a few abnormal conditions, such 
as the hookworm and atopic cases. It was ob- 
served in 93.8 per cent of 65 persons tested, in 
half of these in fifteen minutes. It is difficult, 
the authors say, to find a suitable serum for 
passive sensitization. However, the method 
promises to be of some value in the study of 
normal protein digestion. 

The establishment of atopy, with hay fever 
or asthma, according to Coca,® is determined 
wholly by heredity. Some persons are destined 
to become sensitive to a certain substance on 
about a certain date. Depending on inheritance 
this may be from birth to old age. Seventy-two 
per cent of patients with bilateral heredity of 
the atopic state have developed hypersensitive- 
ness by the time they are ten years old. 

Problems of hypersensitiveness to foods re- 
volve about those of protein digestion. The pos- 
sibility of warding off the development of an 
inherited tendency, perhaps of pre-diagnosing it, 
looms a little closer with clearer understanding 
of the steps in protein assimilation in normal 
conditions. 





Correspondence 


TREATMENT OF MALARIA WITH PLASMOCHIN 
AN ERROR 


Editor, SourHERN MeEpIcaL JOURNAL: 


Owing to some error in arranging the manuscript of 
the National Malaria Committee proceedings, the sum- 
mary of my paper, “Treatment of Malaria with Plas- 
mochin,” as published in your September issue, page 
732, was cut off and added to the succeeding article. 
These paragraphs represent my views and not neces- 
sarily those of Dr. Barber. In the fourth paragraph 
of this summary “grain” should read “gram.” 


Wr11M Krauss, M.D. 
Memphis, Tenn., Sept. 7, 1928. 





5. Coca, A. E.: Jordan and Falk’s Newer Knowledge 
of Bacteriology and Immunology. University of Chi- 
cago Press, 1928, 
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Asheville—Where We Meet 


HOTELS* 


Asheville is preparing to extend to the mem- 
bers of the Southern Medical Association, who 
attend their annual meeting to be held in this 
City in November, a characteristically warm and 
hospitable welcome. Through long experience 
in the business of entertaining large numbers of 
conventions each year, the City has learned the 
art of acting as host to large gatherings; and 
the entertainment scheduled for the Southern 
Medical Association will be well planned. Greet- 
ing extended by the “Land of the Sky” to the 
physicians will be filled with true Southern cor- 
diality. 

The mountains of Western North Carolina 
will in November be arrayed in the most glorious 
hues of the autumnal season colors. It is for- 
tunate that the Southern Medical Association 
has chosen this, one of the most attractive 
months of the year in the “Land of the Sky,” 
as the time for its annual meeting in Asheville. 

Asheville’s hotels, in keeping with the spirit 
of the citizens of this mountain city, will reflect 
the hospitality which is always in evidence in 
Asheville. Many of the hostelries and inns in 
this resort center are well known throughout the 
United States and among international travelers 
for the high type of service and entertainment 
extended to guests. Every modern type of ac- 
commodation is to be obtained in the Asheville 
hotels. American and European plan houses, 
“homey” inns and metropolitan institutions are 
to be found in the list. 

Kenilworth Inn, situated on a high ridge in 
the southern part of the city, and commanding 
a view of the surrounding mountains, is an 
American plan hostelry and is one of the largest 
of the Asheville inns. Kenilworth is located ad- 
vantageously for those physicians who may wish 
to play golf at the Biltmore Forest Country Club 
or at the Asheville Municipal Golf Club. Both 
of these golf clubs are within short motor dis- 
tance from the inn. 

The Manor, an American plan inn, located in 
beautiful Albemarle Park, will attract many of 
the visiting physicians as a_ suitable location 
during the convention. The Manor is of the 
English type with an architecture attractively 
fitting the surroundings. 





*By John D. Topping, Publicity Director, Asheville 
Chamber of Commerce. 
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Grove Park Inn, world famous resort hotel, 
overlooks the golf links of the Asheville Golf 
and Country Club in the northern part of the 
City. This inn is noted for its huge fireplaces 
in the main lobby, its massive walls, constructed 
of enormous boulders, its great organ, its un- 
usual and attractive method of management and 
its beautiful grounds and surroundings. This 
Inn is operated on the American plan. 

The Battery Park Hotel, located near the cen- 
ter of the City, is a leading commercial Euro- 
pean plan hotel. This ten-story modern fireproof 
structure has replaced the time-honored Battery 
Park Hotel which formerly occupied this loca- 
tion. A mountain was removed to make room 
for the new hotel and the Grove Arcade, an im- 
mense building covering an entire city block. 

The George Vanderbilt and the Asheville Bilt- 
more are two of the new and modern commer- 
cial hotels of the City. The George Vanderbilt, 
noted for its excellence of service, is located 
within a block of the Battery Park. The Bat- 
tery Park Hotel and George Vanderbilt Hotel 
are joint hotel headquarters for the Southern 
Medical Association meeting. The Asheville 
Biltmore, situated on Market Street near the 
Chamber of Commerce, is one of the newest ho- 
tels in the City and is extremely popular. 

The Langren, one of the largest uptown hotels 
in the City, located within a short distance of 
Pack Square, is one of the best patronized hos- 
telries of the City. On the opposite side of the 
square and at the same distance from this civic 
center is the Swannanoa Berkley. The Jenkins, 
another excellent uptown hotel, is located on 
Haywood Street within two blocks of the head- 
quarters hotel. 

The Margo Terrace, situated a half block 
west of the Battery Park Hotel, is an uptown 
hotel and conveniently located and operated on 
the American plan. The Princess Anne, another 
excellent American plan hotel, is situated on 
Chestnut Street. Forest Hill Inn, the Orton Ho- 
tel and many smaller inns and boarding houses, 
complete Asheville’s hotel facilities, which are 
ample to the needs of the Southern Medical As- 
sociation. 

The Convention Bureau of the Asheville 
Chamber of Commerce will be one of the chief 
agencies assisting the local committee in arrang- 
ing for the Southern Medical Association meet- 
ing. The Bureau is under the efficient direction 
of Mr. E. M. Bearden, Convention Secretary, 
and the organization assists in handling nearly 
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one hundred conventions held in Asheville each 
year. 





Book Reviews 


Dictionary of American Medical Biography. Lives of 
Eminent Physicians of the United States and Canada, 
from the Earliest Times. By Howard A. Kelly, M.D., 
LL.D., Baltimore, and Walter L. Burrage, A.M., M.D., 
Boston. New York and London: D. Appleton & 
Co., 1928. Cloth, $12.00. 

This volume of two thousand and forty-nine biogra- 
phies is the finished product of twenty years’ labor on 
the part of the authors, who have searched the litera- 
ture and interviewed hundreds of persons for informa- 
tion on the lives of physicians who have risen above 
mediocrity in the United States and Canada. 

Certain names purposely omitted from this work for 
the sake of brevity are to be found in a preceding 
volume called “American Medical Biographies” by the 
same writers and published in 1920. 

This work confines itself only to those who lived in 
the United States and Canada, and does not cover so 
broad a field as Garrison’s “History of Medicine,” but 
it gives much more detailed accounts of the lives of 
those who adorned the profession in North America than 
does Garrison, and takes up many persons whose biog- 
raphies cannot be found elsewhere. No living persons 
are included. 

As a reference work of reliable biographical data and 
as a literary contribution, too much that is compli- 
mentary cannot be said of it. It furnishes engaging 
reading matter which should appeal to all physicians 
who are stimulated to greater effort by the masters 
of the past and who regard medicine as something more 
than a bread-and-butter calling. 








Laennec, A Memoir. By Gerald B. Webb, M.D., Presi- 
dent, Colorado School of Tuberculosis, Colorado 
Springs; U. S. Government Delegate to the Laennec 
Centenary, Paris, December, 1926. 146 pages, with 
13 full page plates. New York: Paul B. Hoeber, Inc., 
1928. Cloth, $2.00. 

This is a brief biography without bibliography. 

It is enlightening to the sometimes boastful and vain- 
glorious Twentieth Century to read the life and writ- 
ings of such a one as Laennec, whose aims were identi- 
cal with those of the more modern investigators. Webb 
recounts a lecture of Laennec’s in 1822 as professor in 
the College of France, which says: 

“The aim of medicine is the cure of the sick. 

A multitude of ways have been attempted to that end. 
. . These ways so diverse in appearance can . 
be reduced to three categories: the empirics, the etiolo- 

gists and the observers.” 

Empiricism, which is founded on changed circum- 
stances, he continues, has placed in the hands of physi- 
cians such valuable remedies as opium, quinin and vacci- 
nation, but the empirical route is slow and leaves many 
gaps over the centuries. The lecture concludes with the 
hope that it will never happen to him to express what 
he thinks or what he conjectures, his viewpoint or his 
theory, for “science is that which one knows.” 

The sketch of the inventor of the stethoscope is 
admirably done. 
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Diathermy, Its Production and Uses in Medicine and 
Surgery. By Elkin P. Cumberbatch, M.A., B.M., 
(Oxon), D.M.R.E. (Camb.), M.R.C.P., Medical 
Officer in Charge, Electrical Department, St. Bar- 
tholomew’s Hospital, Etc.; Examiner in Medical 
Electrology, University of Cambridge; Former Presi- 
dent, Section of Electrotherapeutics, Royal Society 
of Medicine. Second Edition. 232 pages, illustrated. 
St. Louis: C. V. Mosby Co. Cloth, $7.00. 

The sections devoted to consideration of the physics 
of the high frequency current are well written and 
the descriptions of the different forms of diathermy 
machines and their operations are well presented. 
Written for the British medical profession most of 
those described are of English manufacture. 

In the application of diathermy to medical and 
surgical conditions there is found a note of conser- 
vatism that is welcome. 





Epilepsy, a, Pathogenesis, Symptoms, Treat- 
ment. By L. J. J. Muskens, M.D., of Amsterdam, 
Fellow of the Royal Society of Medicine, London; 
General Secretary of the International League Against 
Epilepsy. Foreword by Sir Charles S. eee 

E., M.D., DSc. Camb., F.R.C.P RS:, 

Wayneflete Professor of Physiology, fink 435 

pages, illustrated. New York: William Wood and 

Company. Cloth, $8.00. 

The first section, of 98 pages, is given over to the 
results of the experimental work of the author. 

Part 11 is devoted to the influence of lesions of the 
central nervous system on myoclonic reflexes and myo- 
clonic epileptic fits. 

In part III, epileptic disorders in man and 
treatment are discussed. 

The author’s idea is that epilepsy is the result of a 
toxemia and that if the patient is taken in charge early 
much may be done for him. The diagnostic methods of 
investigation of the patient before he has advanced to 
the stage of fits are clearly presented. The book can 
be recommended to all who are interested in this subject. 
Because of the technical character of the experimental 
work it is more suited to the neurologist than to the 
general practitioner. 


their 





Elements of Physiology. By Ernest G. Martin, Ph. D., 
Professor of Physiology in Stanford University, Cali- 
fornia and Frank W. Weymouth, Ph. D., Associate 
Professor of Physiology in Stanford University, Cali- 
fornia. 784 pages illustrated with 133 engravings. 
Philadelphia: Lea and Febiger, 1928. Cloth, $8.00. 
The subject of physiology is presented by the develop- 

ment of two key-principles. The first has for its founda- 

tion, the acknowledgement that living protoplasm is a 

system of molecules and ions; the structure and func- 

tion of protoplasm therefore are better interpreted by 
the application of the physical and chemical laws which 
describe the interrelation of molecules and ions. This 
subdivision of treatment is found under the caption: 

“The Nature and Capacities of Protoplasm.” 

The second principle is that every cell is inherently a 
self-sustaining system. In the study of the factors, 
which are influential in the promotion of the welfare 
of the cell and its proper function, such conditions and 
substances as temperature, water content, hydrogen-ion 
concentration, inorganic salts, nutrients, oxygen, vita- 
mins, and hormones are considered in detail under the 
general term of “Cell Environment.” 
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The third section is concerned with “Bodily Main- 
tenance.” It affords a collective review of the modern 
conceptions of digestion, excretion, respiration, circula- 
tion and other visceral functions. 

Section four on “External Adjustment” acquaints the 
student with the mechanisms concerned in_ bodily 
maintenance in the presence of a changing external 
environment. These adjustments are described under the 
various functions of the central and peripheral nervous 
system. 

The authors have supplied a need for another Ameri- 
can text book of physiology. .The method of approach, 
the subject matter, the references for collateral reading, 
and the general scheme are commendable and enhance 
its value to the student of medicine, undergraduate or 
graduate. In this first edition there is an unfortunate 
paucity of illustrations. 





The Sensory and Motor Disorders of the Heart, Their 
Nature and Treatment. By Alexander Blackhall-Mori- 
son, M. D., F.R.C.P., Late Physician to the Royal 
Northern Hospital; and to the Mount Vernon Hospital 
for Tuberculosis and Diseases of the Lungs and Heart; 
Physician to the Children’s Hospital, Paddington 
Green, and to the St. Marylebone General Dispensary. 
Second Edition. 362 pages, illustrated. New York: 
William Wood and Company, 1928. Cloth, $6.00. 


The author of this well written book attacks some 
of the “modern” concepts of heart disease. He believes 
that the cardiac nervous system is of great importance 
in disease and thinks “myogeneticists” have gone too far 
in attributing all cardiac disorders to the heart muscle. 
He feels that valvular lesions are very important and not 
merely incidental to myocardial disease. 

The portion of the book dealing with anatomy is par- 
ticularly good. The section on angina pectoris does not 
add much to the subject. The chapters devoted to treat- 
ment of cardiac insufficiency are good. 

The book is too advanced for the student and rather 
too technical for the general practitioner. As an ex- 
pression of a point of view the internist should find it 
interesting and, at times, instructive. 


Books Received 


A Practical Medical Dictionary. By Thomas Lathrop Sted- 
man, A.M., M.D. Tenth, Revised Edition. Illustrated. 
New York: William Wood & Co., 1928. Cloth, $7.50 











Recent Advances in Chemistry in Relation to Medical Prac- 
tice. By W. McKim Marriott, B.S., M.D., Dean and Pro- 
fessor of Pediatrics, Washington University School of 
Medicine. 141 pages, illustrated. St. Louis: C. V. Mosby 
Company, 1928. Cloth, $2.50. 





Diseases of Infants and Children. By Henry Dwight Chapin, 
Emeritus Professor of Medicine (Diseases of 
Children) at the New York Post-Graduate Medical School 
and Hospital, and Lawrence Thomas Royster, M.D., Profes- 
sor of Pediatrics and Head of the Pediatric Department of 
the University of Virginia. Sixth Revised Edition. 675 
pages, illustrated. New York: William Wood & Co., 1928. 
Cloth, $7.50. 





The Prescribing of Spectacles. By Archibald Stanley Perci- 
val, M.A., M.B., B.C. Cantab. Third Edition, Rewritten. 
239 pages with diagrams.. New York: William Wood and 
Co., 1928. Cloth, $5.00. 
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Diseases of the Gall Bladder and Bile Ducts. By Evarts Am- 
brose Graham, A.B., M.D., Professor of Surgery, Wash- 
ington University School of Medicine, St. Louis; Warren 
Henry Cole, BS., M.D., Instructor in Surgery, Washington 
University School of Medicine; Glover H. Copher, A.B., 
M.D., Assistant Professor of Surgery, Washington Uni- 
versity School of Medicine; and Sherwood Moore, M.D., 
Professor of Radiology, Washington University School 
of Medicine. 477 pages. Illustrated with 224 engravings 
and 8 colored plates. Philadelphia and New York: Lea 
& Febiger, 1928. Cloth, $8.00. 





Dermatology and Syphilis. Edited by William Allen Pusey, 
-, M.D., Emeritus Professor of Dermatology, College of 
Medicine, University of Illinois, and Francis Eugene 
Senear, BS., M.D., Professor and Head of the Depart- 
ment of Dermatology and Syphilology, College of Medicine, 
University of Illinois, with the collaboration of Max S 
Wien, M.D., Associate in Dermatology, College of Medi- 
cine, University of Illinois. Urology, Edited by John H. 
Cunningham, M.D., Associate in Genito-Urinary Surgery, 
Harvard University Post-Graduate School of Medicine. 
Series 1927. A Volume of Practical Medicine Series, com- 
prising eight volumes of the year’s progress in medicine 
and surgery, under the General Editorial Charge of 
Charles L. Mix, A.M., M.D. Chicago: The Year Book 
Publishers. Cloth, $2.25. Eight volumes, $15.00. 





Manual for Patients. By Henry J. John, M.A., 
., F.A.C.P., Major, M.R.C., Director of the Diabetic 
Department and Laboratories of the Cleveland Clinic. 202 
pages, illustrated. St. Louis: C. V. Mosby Company, 1928. 
Cloth, $2.00. 


Diabetic 
M. 


Ultra-Violet Rays in the Treatment and Cure of Disease. 
By Percy Hall, M.R.C.S. (Eng.), L.R.C.P. (Lond.), Hon. 
Actino-Therapist, the Mount Vernon Hospital, London 
and Northwood; Hon. Consulting Physician to the Hull 
Municipal Light Clinic, Ete., with introductions by Sir 


Henry Gauvain, M.A., M.D., M.C. (Camb.), F.R.C.S., 
Medical Superintendent, Lord Mayor Treloar Cripples’ 
Hospitals, and Leonard E. Hill, M. B. (Lond.), F.R.S., 


Director, Department of Applied Physiology and Hygiene 
National Institute of Medical Research, London. Third 
Edition. 236 pages, illustrated. St. Louis: C. V. Mosby 
Company, 1928. Cloth, $4.50. 





Bacteriology for Nurses. By Charles F. Carter, B.S., M.D.., 


Director, Terrell-Carter Laboratory, Dallas, Texas. 213 
pages, illustrated. St. Louis: C. Mosby Company, 
1928. Cloth, $2.25. 


Systemic Infections, Their Diagnosis and Treatment. By A. 
Knyvett Gordon, M.B., B.C., B.A. Cantab., Medical Super- 
intendent of the Virol Pathological Research Laboratories. 
174 pages. New York: William Wood Co., 1928. 
Cloth, $4.00. 





and 


The Opium Problem. By Charles E. Terry, M.D.. 
York: 


Mildred Pellens. 1042 pages, illustrated. New 
Committee on Drug Addictions, 1928. 
‘ 





Rules for Recovery from Pulmonary Tuberculosis. By Law- 
rason Brown, M.D. Fifth Edition. Thoroughly Revised. 
244 pages. Philadelphia and New York: Lea & Febiger, 
1928. Cloth, $1.50. 





The Treatment of Diabetes Mellitus. By Elliott P. Joslin, 
M 


(Harvard), M.A. (Yale), Clinical Professor of 
Medicine. Harvard Medical School. Fourth Edition. En- 
larged, Revised and Rewritten. 998 pages, illustrated. 


—* and New York: Lea & Febiger, 1928. Cloth, 
$9.00. 





A Text-Book of Pharmacology and Therapeutics. By Arthur 
R. Cushny, M.A., M.D., LL.D., F.R.S., Late Professor of 
Materia Medica and Pharmacology in the University of 
Edinburgh. Ninth Edition. Thoroughly Revised by C. 
W. Edmunds, A.B., M.D., Professor Materia Medica and 
Therapeutics in the University of Michigan, and J. A. 
Gunn, M.A., M.D., D.Se., Professor of Pharmacology in 
the University of Oxford, Oxford, England. Octavo. 1743 
pages, with 73 engravings. Philadelphia and New York: 
Lea & Febiger, 1928. Cloth, $6.00. 





Modern Medicine: Its Theory and Practice. By Sir William 
Osler, Bart., M.D., F.R.S., Late Regius Professor of Med- 
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icine in Oxford University, England; Honorary Professor 
of Medicine in the Johns Hopkins University, Baltimore. 
Third Edition. Thoroughly Revised. Re-edited by Thomas 
McCree, M.D., assisted by Elmer H. Funk, M.D. Volume 
VI. 964 pages, illustrated. Philadelphia and New York: 
Lea & Febiger, 1928. Cloth, $9.00. 


Constitutional Inadequacies. By Nicola Pende, M.D., Profes- 
sor of Clinical Medicine, Royal University of Genoa, 
Italy. Translated by Sante Naccarati, M.D., Sc.D., Ph.D., 
Associate Professor of Nervous and Mental Diseases, Post- 
Graduate Medical School of New York, New York, N. Y. 
With a foreword by George Draper, M.D., Assistant Pro- 
fessor of Clinical Medicine, College of Physicians and 
Surgeons, Columbia University; Chief of Constitution 
Clinic, Presbyterian Hospital, New York, N. Y. 270 pages. 
Philadelphia and New York: Lea & Febiger, 1928. Cloth, 





Bronchial Asthma: Its Diagnosis and Treatment. By Harry 
L. Alexander, A.B., M.D., Associate Professor of Medi- 
cine in the Washington University Medical School, St. 
Louis, Mo. 171 pages, illustrated. Philadelphia: Lea & 
Febiger, 1928. Cloth, $2.25. 





A Text-Book of Fractures and Dislocations, Covering Their 
Pathology, Diagnosis and Treatment. By Kellogg Speed, 
B., M.D., F.A.C.S., Associate Professor of Clinical Sur- 
gery, Rush Medical College of the University of Chicago. 
Second Edition. Enlarged and Thoroughly Revised. 952 
pages, illustrated with 987 engravings. Philadelphia: Lea 
& Febiger, 1928. Cloth, $11.00. 


Certified Milk. Proceedings of the Twenty-First Annual 
Conference of the American Association of Medical Milk 
Commissions, Inc., and the Certified Milk Producers’ As- 
sociation of America, Inc., Washington, D.C., May 16-17, 
1927. 

Low Blood Pressure, Its Causes and Significance. By J. F. 
Halls Dally, M.A., M.D., B.Chir. Cantab., M.R.C.P. Lond., 
Physician to Mount Vernon Hospital, Montreal. 257 
pages, with charts. New York: William Wood and Co., 
1928. Cloth, $5.00. 





Aids to Embryology. By Richard H. Hunter, M.D., M.Ch., 
Lecturer in Anatomy, Queen’s University, Belfast. 160 
pages, illustrated. New York: William Wood and Co., 
1928. Cloth, $1.50. 





Prescribing Occupational Therapy. By William Rush Dun- 
ton, Jr., B.S., A.M., M.D., Instructor in Psychiatry at the 
Johns Hopkins University ; Member of the Board of Man- 
agement and formerly President of the American Occu- 
pational Therapy Association. 142 pages. Springfield, 
Ill., Baltimore, Md.: Charles C. Thomas, 1928. Cloth, 
$2.10. Paper, $1.35. 

Blood and Urine Chemistry. By R. B. H. Gradwohl, M.D., 
Director of the Gradwohl Laboratories, St. Louis, Mo., 
and Ida E. Gradwohl, A.B., Instructor in the Gradwohl 
School of Laboratory Technic, St. Louis, Mo. 542 pages, 
with 117 illustrations and 4 color plates. St. Louis: C. 
V. Mosby Company, 1928. Cloth, $10.00. 





New and Nonofficial Remedies, 1928, containing descriptions 
of the articles which stand accepted by the Council on 
Pharmacy and Chemistry of the American Medical Asso- 
ciation on January 1, 1928. 489 pages. Chicago: Amer- 
ican Medical Association. Cloth, $1.50. 





Calcium Therapy, The Fundamental Principle Underlying 
Rational Therapeutics. By John Aulde, M.D., formerly 
Assistant Physician, Out-Patient Department, Jefferson 
Medical College Hospital; Demonstrator of Physical Diag- 
nosis and Clinical Medicine, Medico-Chirurgical College. 
United States Pharmacopeia (1890). 420 pages. Phila- 
deilphia: John Aulde, M.D., 1928. 





Common Diseases of the Skin. By R. Cranston Low, 
74. “ .R.C.P., Lecturer on Diseases of the Skin, Univers- 
ity of Edinburgh, and Physician to the Skin Department, 
Royal Infirmary, Edinburgh. 223 pages with 68 illustra- 
tions 49 full-page plates (8 in colors) and 19 figures in 
the text. New York: William Wood and Co., 


Cloth, $6.00. 
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Story of Electricity, including a Chronology of Electricity 
and Electrotherapeutics. By Herman Goodman, M.D., 
with an Introduction by Victor Robinson, M.D. 62 pages, 
illustrated with 12 full-page portraits. New York: Medi- 
eal Life Press, 1928. Cloth, $1.50. 


The Nose, Throat and Ear. By John F. Barnhill, M.D., 
F.A.C.S., Professor Surgery of the Head and Neck, Indiana 
University School of Medicine. 604 pages with 452 illu- 
strations, 4 of which are in colors. New York: D. 
Appleton and Co., 1928. 








The Eye. By C. W. Rutherford, M.D., F.A.C.S., Associate 
in Ophthalmology, Indiana University School of Medicine. 
404 pages with 305 black and white figures and 12 origi- 
nal colored plates. New York: D. Appleton and Co., 
1928. 





General Therapeutics. By Bernard Fantus, M.S., M.D., 
Associate Clinical Professor of Medicine, Rush Medical 
College of the University of Chicago; Member, Revision 
Committee United States Pharmacopoeia and of National 
Formulary Revision Committee. Practical Medicine Series 
of eight volumes. General Editor, Chas. L. Mix, A.M., M.D. 
407 pages, illustrated. Series 1927. Chicago: The Year 
Book Publishers. Price of this volume, $2.25. Price of 
the series of eight volumes $15.00. 





Obstetrics. Edited by Joseph B. DeLee, A.M., M.D., Pro- 
fessor of Obstetrics, Northwestern University Medical 
School; with the collaboration of J. P. Greenhill, B.S., 
F.A.C.S., Attending Obstetrician, Chicago Lying-in Hos- 
pital and Dispensary; Gynecology, Edited by John Osborn 
Polak, M.D., Professor of Gynecology, Long Island Col- 
lege Hospital, Brooklyn, N. Y. A Volume of The Prac- 
tical Medicine Series of eight volumes, General Editor 
Charles L. Mix, AM., M.D. 656 pages, illustrated. Series 
1927. Chicago: The Year Book Publishers. Price of this 
volume, $2.50. Price of the series of eight volumes $15.00. 





Nervous and Mental Diseases, edited by Peter Bassoe, M.D., 
Clinical Professor of Neurology, Rush Medical College of 
the University of Chicago. A volume of The Practical 
Medicine Series, comprising eight volumes on the year’s 
progress in medicine and surgery, under the General Edi- 
torial Charge of Charles L. Mix, A.M., M.D. Series 1927. 
Chicago: The Year Book Publishers. 





The Mysteries of Our Unknown World. A Series of Es- 
says Discussing the Veiled and Often Misconstrued Facts 
Relating to Our Universal Existence. By Joseph A. 
Hodam, M.D. Volume I. 186 pages. St. Louis: The 
Union Research Association. Cloth, $3.00. 





The Principles of Ante-Natal and Post-Natal Child Hygiene. 
By W. M. Feldman, M.D., B.S., M.R.C.P. (Lond.), F.RS. 
(Edin.) 743 pages with 161 illustrations and 14 plates, 
including over 100 portraits. London: John Bale, Sons & 
Danielsson, Ltd., 1927. Cloth, $7.00. 





Post-Mortem Appearances. By Joan M. Ross, M.D., B.S., 
(Lond.), M.R.C.S., L.R.C.P., Senior Assistant Pathologist 
to Royal Free Hospital; with preface by E. H. Kettle, 
M.D., Professor of Pathology and Bacteriology, Welsh Na- 
tional School of Medicine, Cardiff. Second Edition. 225 
pages. New York: Oxford University Press, 1928. 
Cloth, $2.50. 





The Medical Department of the United States Army in the 
World War. Volume XIII. Part One, Physical Recon- 
struction and Vocational Education by Maj. A. G. Crane, 
S.C. Part Two, The Army Nurse Corps, by Julia C. 
Stimson, Superintendent, Army Nurse Corps. Prepared 
under the Direction of Maj. Gen. M. W. Ireland, The Sur- 
geon General. 998 pages, illustrated. Washington: U. S. 
Government Printing Office, 1927. 





The Abdominal Surgery of Children. By L. E. Barrington- 
Ward, CH.M., F.R.C.S., (Edin.), F.R.C.S. (Eng.), Sur- 
geon, Hospital for Sick Children, Great Ormond Street, 
London. 283 pages, illustrated. New York: Oxford Uni- 
versity Press, 1928. Cloth, $4.50. 
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The Medical Department of the United States Army in the 
World War. Volume IX. Communicable and Other Dis- 
eases. Prepared under the direction of Maj.-Gen. M. W. 
Ireland, the Surgeon-General, by Lieut. Col. Joseph F. 
Siler, M.C., U. S. Army. 628 pages, illustrated. Wash- 
ington: U. S. Government Printing Office, 1928. 





First Aid and Medical Service In Industry. 1384 pages. New 
Brunswick, N. J.: Johnson and Johnson, 1928. 


Southern Medical News 


ALABAMA 


The new Hillman Hospital, Birmingham, is expected 
to be completed soon. The building will represent an 
expenditure of about $500,000 without equipment and 
will accommodate 382 patients. 

Dr. M. A. Copeland, Birmingham, announces the re- 
moval of his professional offices to the new Watts 
Building. 

Dr. Joseph Brown Graham, Talladega, and Miss 
Ivy Louise Logan, Centerville, were married recently. 


Deaths 


Dr. Samuel W. Welch, Montgomery, aged 67, died 
suddenly August 21. 

Dr. William Chapman Lynch, Birmingham, aged 68, 
died recently in St. Vincents Hospital of acute pan- 
creatitis and general peritonitis. 

Dr, Samuel Kirk Jennings, Georgiana, aged 51, died 
June 29. 

3 ices Marion Payne, Lewisburg, aged 45, died 

uly 9, 

Dr. George Milburn Morrow, Birmingham, aged 81, 
died May 2 of lobar pneumonia and myocarditis. 








ARKANSAS 


The First Councilor District and Northeast Arkansas 
Medical Society met recently at Jonesboro. 


Deaths 
Dr. Jacob L. Hare, Wynne, aged 67, died July 29 


of diabetes mellitus. 
Dr. Fred A. Hipolite, DeValls Bluff, aged 65, died 


at a Little Rock Hospital July 19. 


Dr. Richard Calvin Lynch, Success, aged 42, died 
August 12. 
Dr, Charles Ferdinand Hedrick, Vincent, aged 70, 


died June 26 of heart disease. 





DISTRICT OF COLUMBIA 


Dr. Hugh S. Cumming, Surgeon-General, U. S. Public 
Health Service, was recently elected a corresponding 
member of the Royal Society of Medicine of Great 
Britain. 

Dr. Ales Hrdlicka, of the U. S. National Museum, 
Washington, was recently appointed by the Secretary 
of State on the cooperating committee to the Seventh 
American Scientific Congress to be held at San Jose, 
Costa Rica, in 1929. 

Deaths 


Dr. Edward Davis Williston, Washington, aged 62, 
died July 22 of progressive muscular atrophy. 

Dr. Tom Sperring Mebane, Major, M. C., U. S. Army, 
Washington, aged 40, died June 10 of carcinoma of 
the stomach and esophagus. 

Dr. Alanson Shepard Douglas, Washington, aged 85, 
died June 12 of heart disease. 

Dr. Duff Green Lewis, Washington, aged 58, died 
June 17 of carcinoma of the tongue with general car- 
cinomatosis. 


FLORIDA 


Dr. E. V. Valz, Lieutenant Commander, Medical 
Corps, U. S. Navy, has been transferred from the 


Naval Air Station, Pensacola, to the U. S. S. Arkan- 
sas. 
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Deaths 


Dr. Irby Andrew Black, Lake City, aged 46, died at 
U. S. Veterans’ Hospital No. 63 July 28 of cerebral 
hemorrhage. 

Dr. Herbert M. Seem, Mount Dora, aged 70, died 
June 19 at Orange, N. J., of myocarditis. 

Dr. John Thomas Boykin, Tampa, aged 49, died 
June 21 of cerebral hemorrhage and interstitial ne- 
phritis, 

Dr. Frank C. Zoll, McIntosh, aged 57, died June 16 
in a hospital at Ocala of septicemia, following an in- 
fection of the thumb. 

Dr. Clyde A. Brady, Leesburg, aged 46, died July 2. 

Dr. Curtis Renwick Smith, Callahan, aged 63, died 
June 9 in a hospital at Jacksonville of cerebral hem- 
orrhage. 





GEORGIA 


The members of the adjunct faculty of the Medical 
Department of the University of Georgia, Augusta, 
met August 7 and organized the Adjunct Faculty As- 
sociation. The following officers were elected: Dr. 
Andrew A. Walden, Chairman; Dr. William J. Cran- 
ston, Vice-Chairman; Dr. Peter B. Wright, Secretary. 

The Fifth District Medical Society held its annual 
meeting at Decatur August 3. The next annual meet- 
ing will be at Fairburn. 

The Sixth District Medical Society met at Indian 
Springs July 11. 

The Medical Association of Georgia has arranged 
for its members a package library service at the A. 
W. Calhoun Medical Library, Emory University, At- 
lanta, whereby they may obtain for 25 cents, to cover 
the cost of mailing, material on various subjects. Dr. 
Allen H. Bunce is Secretary of the Association. Re- 
quests should be made to him or the Librarian of the 
A. W. Calhoun Medical Library, Emory University, 
Atlanta. 

Dr. W. C. Tipton, Sylvester, has accepted the posi- 
7 of Health Officer for Worth County. 

S. J. Hall, Assistant Surgeon, United States 
Public Health Service, has been assigned to duty at 
the Marine Hospital, Savannah. He was formerly at 
the Marine Hospital at Baltimore, Md. 

Dr. H. D. Smith, Macon, formerly House Physician 
for the Macon Hospital, is taking post-graduate work 
in diseases of the eye, ear, nose and throat in New 
York. Dr. Wm. H. Baxley, formerly of Hepzibah, 
succeeds Dr, Smith at the Hospital. 

Dr. J. E. Morrison, Savannah, was recently ap- 
pointed Associate Medical Officer at the United States 
Veterans’ Hospital, Memphis, Tennessee. 

Dr. J. H. York succeeds Dr. George H. Cochran as 
Resident Surgeon at Grady Hospital, Atlanta. Dr. 
York was formerly a staff physician at the Hospital. 

Dr. Guy J. Dillard, Columbus, and Miss Estelle 
Jesup were married June 29. 

Dr. Henry Madison Tolleson, Atlanta, and Miss Mary 
Beth Mortimer, Lake City, Fla., were married re- 
cently. 

Dr. Joseph Render Anthony, Griffin, and Miss Hen- 
rietta Redding Goodard, Waynesboro, were married 


May 10 
Deaths 


Dr. James Wyly Crawford, Cornelia, aged 56, died 
July 20 of hemorrhage. 

Dr. Ira E. Aaron, Lyons, aged 57, died July 19 of 
gastro-intestinal toxemia. 

Dr. U. R. Allen, LaGrange, aged 67, died July 9 of 
carcinoma of the larynx, 

Dr. Eugene Lewis Daniel, Atlanta, aged 43, died 
July 4 of amebic abscess of the liver. 

Dr. Noel McHenry Moore, Augusta, aged 54, died 
June 25 of pulmonary tuberculosis. 





KENTUCKY 


Laurel County Medical Society has elected Dr. G. S. 
Brock, President; Dr. J. W. Crook, Vice-President; 
Dr. Oscar D. Brock, Secretary-Treasurer. 

Lower Cumberland Valley Medical and Dental So- 
ciety was organized recently. The following officers 
were elected: Dr. W. C. Keene, Burkesville, Presi- 
dent; Drs. J. A. Yates, Edmonton, and J. A. White, 
Tompkinsville, Vice-Presidents; Dr. W. A. Weldon, 
Glasgow, Secretary. 

The Kentucky Midland Medical Society held its one 
oe and thirtieth quarterly meeting July 11 at 

ifton. 


October 1928 


At the reorganization meeting of the Kentucky 
State Board of Health, Louisville, July 24, the direc- 
tors of the sixteen bureaus of the State Board were 
re-elected. Dr. J. Watts Stovall, Grayson, was elected 
Vice-President of the Board. The new members were 
Dr, L. T. Minish, Frankfort, and Dr. E. Murphy How- 
ard, Jr., Harlan, who was made President. The Sec- 
retary, Dr. Arthur T. McCormack, Louisville, holds 
over until 1930. 

Graduation exercises for the School of Laboratory 
Technicians were held May 15 under the auspices 
of the State Board of Health and the School of Public 
Health of the University of Louisville. 

Dr. James S. Fitzhugh, Island, has resigned as 
Health Officer of McLean County. 

Dr. E. Dargan Smith, who for the past six years 
has been in charge of the Surgical Division of the 
Leung Kwong Baptist Hospital in Canton, China, has 
returned to Owensboro. 

E. L., Busby was recently appointed Superin- 
tendent of the Weatera State Hospital, Hopkinsville. 

R. N. Holbrook has been elected Secretary of 
Bullitt County Medical Society to succeed Dr. Thos. 
E. Craig, who has removed to Louisville. 

Dr. Harris W. Terrell was recently appointed Full- 
Time Health Officer of Ohio County. 

Dr. Thomas I. Lynch, Louisville, and Miss Kathleen 
Ramler, Ludlow, were married in June. 


Deaths 


Dr. Jefferson A. Farabough, Clinton, aged 80, died 
July 28 at a hospital in Mayfield of paralysis. 

Dr. John E. Lemming, Stanton, aged 83, died July 
21 at a hospital in Winchester of intestinal infiuenza. 

Dr. William F. Kell, Madison, aged 72, died July 15. 

Dr. John S. Simcox, Covington, aged 75, died July 
24 of epilepsy. 

Dr, Hiram Clinton Bevins, Thomas, aged 43, died 
June 20 of heart disease. 

Dr. Richard Woods Ogilvie, Princeton, aged 52, died 
July 7 at the United States Veterans’ Hospital, No. 79, 
a apg of pulmonary tuberculosis. 

Dr. Thomas Rodman Moore, Frankfort, aged 651, 
died July 1 of cerebral hemorrhage. 





LOUISIANA 


The Third District Medical Society met at St. Mar- 
tinsville recently. 

The Sixth District Medical Society met June 27 at 
Our Lady of the Lake Sanatorium, Baton Rouge. 

Dr. G. M. Graham Stafford, Alexandria, has re- 
signed as Superintendent of the State Colony and 
Training School, Camp Beauregard. Dr. Rutledge C. 
Tompkins, Minden, will assume charge of the institu- 
tion October 1. 

Dr. John D. Spelman has resigned as Superintendent 
of the Touro Infirmary, New Orleans. 

Dr. Philip H. Jones, Senior Resident Medical Offi- 
cer, Charity Hospital, New Orleans, has resigned and 
has been succeeded by Dr. Melville W. Hunter. Dr. 
Martin O. Miller, Surgeon, has resigned and has been 
succeeded by Dr. William H. Cook. 

Dr. John N. Thomas, Superintendent of the Central 
Louisiana Hospital for the Insane, Pineville, fér the 
past twenty years, has resigned. He is succeeded by 
Dr. Clarence Pierson, Alexandria. 

Dr. Arthur Vidrine, of Evangeline Parish, has been 
appointed Superintendent of the Charity Hospital, New 
Orleans. He succeeds Dr. William W. Leake, who 
for several years was Superintendent. 

Dr. H. E. Menage, New Orleans, has been ap- 
pointed Professor Emeritus of Dermatology of Tulane 
University. 

Dr. E. L. Sanderson has been appointed Superin- 
tendent of the Shreveport Charity Hospital, Shreve- 
port, to succeed Dr. J. M. Moseley. 

Dr. Daniel Roy McIntyre, Shreveport, and Miss 
Iona McAda, Jourdanton, Texas, were married 
May 22. 

Deaths 


Dr. Elijah Madison Ellis, Crowley, aged 61, died 
August 10 of pneumonia. 

Dr. William Scheppegrell, New Orleans, aged 67, 
died August 9 at a local hospital of hemorrhage and 
shock, following an operation for hypertrophy of the 
prostate. 


(Continued on page 34) 
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New Tools for a New Age 


This is a tremendously fast age and it is getting 
faster. The competition for one’s time and 
energy is keen. All sorts of activities and 
responsibilities are crowding into our lives. 
©} The days are not half long enough. 

A 


A 





Full Automatic Sterilizers 
are in step with Progress 


They mean-- 

Conservation of Time—automatically 
Conservation of “Nerves”—automatically 
Complete Sterilization—automatically 
Complete Safety—automatically 
Complete Protection—automatically 
Saving of Energy—automatically 

Correct Technique—automatically 


CASTLE 


WILMOT CASTLE COMPANY 1182 University Ave. ROCHESTER, NEW YORK 
Sterilizers for Dentists, Physicians and Hospitals 





FOR DATA ON CASTLE FULL AUTOMATIC STERILIZERS FILL AND MAIL TODAY 
NAME ADDRESS 
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— 
El Paso is in the center of a great Southwestern Pla- 
teau—the Health Country of North America. The cli- 
mate of this great area is beneficial, but there are also 
many other advantages which make El Paso the ideal 
spot in which to ‘Fill the Sunshine Prescription.” May 
we tell you more about this Sunshine City? 
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312 Chamber of Commerce Building. 

Please send me your two free booklets, “Filling the Sun- 
shine Prescription’? and “El Paso, in the Land of Better 
Living.” 


Name yore 
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Dr. Abram Feltus Barrow, St. Francisville, aged 60, 
died June 22 of chronic myocarditis and hypertension, 

Dr. Willie Walter Matthews, Lakeland, aged 68, died 
July 9 of carcinoma of the throat. 

Dr. Hale Perey Greaves, Water Proof, aged 61, 
died June 12 at Natchez, Mississippi, of arterioscle- 
rosis and softening of the brain. 

Dr. Joseph P. Saizan, Opelousas, aged 61, died June 
13 of chronic nephritis. 

Dr. August L. Lyons, Lake Charles, aged 62, died 
June 14 of cerebral hemorrhage. 





MARYLAND 


The One Hundred and Fourth Medical Regiment, 
Maryland National Guard, recently went into camp at 
Carlisle Barracks with a roster of 375 enlisted men 
and twenty-five officers. 

A new wing to the Melrose Hospital, Melrose, is 
made possible through a gift of $125,000 from Mr. 
and Mrs, Alfred H. Colby, Melrose, according to an 
announcement by Ashton L. Carr, President of the 
Institution. 

Dr. James A. Doull, Associate Professor of Epi- 
demiology, Johns Hopkins University School of Hy- 
giene and Public Health, Baltimore, has been granted 
a leave of absence to coordinate the work of the five- 
year investigation on ‘‘common colds,’’ made possible 
by a gift from the Chemical Foundation, New York. 
The fund for this work is named in honor of Dr. 
John J. Abel, Professor of Pharmacology. 

The home of Dr. Howard A. Kelly, Baltimore, was 
partly destroyed by fire July 14, at an estimated loss 
of $15,000. 

Dr. Alexander A. Weech, Baltimore, will spend a 
year in Peking Union Medical College, Peking, China, 
as Associate Professor of Pediatrics. 

Dr. Harry E. Carson, formerly of the U. S. Veterans’ 
Hospital, Perry Point, has been appointed to succeed 
Col. R. W. Soper as Officer-in-Charge of the Fort 


(Continued on page 36) 





Results— 


Physicians are securing satisfactory 
results from the use of this new Milk 
Modifier, which is more than a mere 
sugar. 


Horlick’s Milk Modifier 


augments the nutritive value 

of cow’s milk by the addition 

of these valuable elements de- 
rived from choice barley and 
wheat: 

1. Carbohydrates — Maltose 
63% dextrin 19%. 

2. Cereal protein, an effect- 
ive colloid for casein mod- 
ification. 

3. Mineral elements. 








Directions and circulars 
are supplied to physicians only 


Samples Prepaid on Request to 


Horlick » Racine, Wisconsin 











Address Leer 
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Medical Division 


An Experiment in 
Education 


In Hygeia we are telling a large group 
of intelligent laymen some facts con- 
cerning X-ray examinations. We are 
doing this in a conservative and ethical 
manner. It is an experiment in lay 
education. 

We are anxious to know what you 
who specialize in roentgenology think 
of this experiment. We would appre- 
ciate your comments and any sugges- 
tions you may make. Your belief in 
the x-ray examination and ours must 
rest on the same fundamental facts. In 


writing please address 


Eastman Kodak Company 








Rochester, N. Y. 
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to 


OCULISTS: 








Ordinary 
Lens 


Tillyer 
Lens 


Wraen you try Tillyer Lenses in 
your own glasses, you’ll ask some such 
question as this: “Why do I get 
quicker vision and increased clarity 
with Tillyer Lenses made from the 
same prescription used for my other 
lenses?” The answer is that Tillyer 
Lenses first, interpret your prescrip- 
tion as accurately in the margins as 
the center; second, they are polished 
as fine camera and telescope lenses 
are polished. They will give your 
patients the same better vision that 


they give you. 





TILLYER 
LENSES 


Accurate to the very edge 


Copyright 1928 American Optical Company 
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MacKenzie Veterans’ Hospital, Sheridan, Wyoming. 
Col. Soper has been transferred to the Veterans’ 
Hospital, Augusta, Georgia, where he will relieve Dr. 
M. C. Baines. 

Dr. Dean Lewis has been appointed Chief Associate 
Examiner on the Baltimore Subsidiary Board of the 
National Board of Medical Examiners. 

Dr. William H. Wilmer, Baltimore, was recently 
elected President of the Johns Hopkins Medical So- 


ciety. 
Deaths 


Dr, James H. Wilson, Fowblesburg, aged 83, died 
June 27 of senility. 

Dr. Josephus A. Wright, Sharptown, aged 73, died 
April 15. 

Dr. Charles Lee Summers, Baltimore, aged 64, died 
July 15 of carcinoma of the stomach. 

Dr. Luther Barton Wilson, Baltimore, aged 71, died 
June 4 of heart disease. 

Dr. Omar Barton Pancoast, Baltimore, aged 56, died 
July 2 of myocarditis and coronary thrombosis. 

Dr. Sigmund A. Czarra, Hyattsville, aged 76, died 
August 1 in a hospital at San Rafael, California, of 
injuries received in an automobile accident. 

Dr. Martin Francis Sloan, Baltimore, aged 43, died 
July 29 of carcinoma of the lower lip with metastasis 
to the glands of the neck. 

Dr, John Turner, Jr., Baltimore, aged 55, was in- 
stantly killed August 3 in an automobile accident. 





MISSISSIPPI 


The Pearl River County Hospital, Poplarville, was 
recently destroyed by fire which resulted from a boiler 


(Continued on page 38) 





OPPORTUNITY: Excellent opportunity 
for hospital and sanitarium in city of 4500 
population, widely known as resort, with 
trade territory of 100 mile radius. Local 
co-operation assured. 


Chamber of Commerce, Mena, Arkansas. 








The “MESCO” Laboratories 
manufacture the largest line 
of Ointments in the world. 
Sixty different kinds. We are 
originators of the Professional 
Package. Specify “MESCO” 
when prescribing Ointments. 
Send for lists. 


Manhattan Eye Salve 
Company 


Louisville, Kentucky 
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Lessen the monotony 
of Liquid and Soft Diets wth 
appetizing dishes prepared from 

Knox Sparkling Gelatine 


DEORE YOO IEEE EYE YEE 


Vol. XXI No. 10 
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SINCE a liquid diet is usually used to 
give maximum nutrition with the mini- 
mum tax on the digestive tract, its foods 
must be concentrated and without solid 
particles. Here Knox Sparkling Gela- 
tine is of great value. Not only does it 
help to vary the liquid and soft diets in 
a most appetizing and satisfying way, 
but it also supplies essential elements of 
nutrition. It is easily digested and ab- 
sorbed and has a food value of about 
120 calories for each ounce. 


In diabetic diets, Knox Sparkling 
Gelatine is useful in increasing protein 
value and in imparting a sense of satiety. 
In infant feeding, because of its ready 
assimilability, nutritional value, anti- 
regurgitative effect and pleasing flavor, 
gelatinated milk is being used by a num- 
ber of pediatrists. From numerous tests, 
Downey has determined that the addi- 
tion of gelatine increases the available 
nourishment of the milk mixture by 
about 23%. 

Knox Sparkling Gelatine is pure— 
unbleached, unflavored, unsweetened. 
From raw material to finished package 
every process is under constant chemi- 
cal and scientific control. No human 





CAUTION! 


ALL gelatines are not alike. Many have 
added acid, flavoring and coloring matter. 
In the form of ready prepared desserts, 
they contain as high as 85 per cent carbo- 
hydrates. 

Knox Sparkling Gelatine is a protein in 
its purest form, particularly suitable where 
carbohydrates and acids must be avoided. 
It contains more than 80 per cent pure 
protein (4 calories per gram). 

Specify Knox when you prescribe gela- 
tine and you will protect the patient from 
brands unsuitable for his dietary purposes. 











hands touch Knox Sparkling Gelatine 
at any stage of its manufacture. 


Write for booklets 
by foremost dieticians 


These have been prepared by the high- 
est dietetic authorities. They explain 
the uses of Knox Sparkling Gelatine in 
various illnesses—offering a number of 
appetizing recipes that will help vary 
the prescribed diets. Surgeons, doctors, 
dieticians and members of hospital staffs 
will find they contain much valuable in- 
formation. The coupon is for your con- 
venience. 





KNOX GELATINE LABORATORIES 
408 Knox Avenue, Johnstown, N. Y. 


Please send me, without obligation or expense, the booklets which I have marked. Also register my 
name for future reports on clinical gelatine tests as they are issued. 
© Varying the Monotony of Liquid and Soft Diets 
{_] Diet in the Treatmert of Diabetes 
(J The Value of Gelatine in Infant and Child Feeding 








b the Health Value of Knox Sparkling Gelatine 
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BRITESUN SPECIALIST 


CARBON ARC LAMP 


Brings Dr. Sun into 
Your Office 


“Of all the artificial illuminants tested,” 
reports the Bureau of Standards at Wash- 
ington, “the Carbon Arc Lamp is the near- 
est approach to sunlight.” Thus the hand- 
some, compact and efficient Specialist Car- 
bon Arc Lamp brings, in effect, that mas- 
ter of all therapeutic agents, the sun, into 
your office. 

This lamp is particularly adapted to the 
needs of the Eye, Ear, Nose and Throat 
Specialist, the G. U. Specialist and the Gen- 
eral Practitioner for general tonic radia- 
tions and localized work. 


Special Price for October and 
November only, 


$75.00 


Write, without obligation, for complete 
particulars. 


S BRITESUN, INC. E 


eons VIOLET ~ RADIANT THERAPY ~INFRA a 
3735-39 Belmont Avenue, Chicago 
Authorized Distributors in All Leading Cities 


/M\\ 
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explosion. The Hospital has a capacity for eighteen 
patients and all were removed before the fire gained 
enough headway to hinder the rescue work. 

Dr. Andrew J. Ware was recently appointed Super- 
intendent of the Matty Hersee State Charity Hospi- 
tal, Meridian, succeeding Dr. Henry S. Gully. 

Dr. Jay Justin Kazar, Tchula, and Miss’ Retha 
Kitchens, Stamps, Arkansas, were married at Mem- 
phis, Tennessee, June 7. 

Deaths 

Dr. Milton F, Rayner, Belzoni, aged 46, died June 12 

in a hospital at Greenville of erysipelas. 


Dr. Jamie Alloway Cuming, Pace, aged 49, died 
April 9 of myocarditis following influenza, 





MISSOURI 


The twenty-ninth annual meeting of the American 
Roentgen-Ray Society was held in Kansas City Sep- 
tember 25-28. 

The Southeast Missouri Medical Association will 
hold ,its next annual meeting at Farmington Octo- 
ber 22. 

A training course for teachers of crippled children 
is being sponsored by the Missouri Association of Oc- 
cupational Therapy in cooperation with Washington 
University Medical School and the St. Louis School 
of Occupational Therapy. The course will emphasize 
the special needs of the crippled children and will 
continue for one college year with four months in 
hospitals and schools for crippled children. Full in- 
formation can be had from the Dean, Missouri Train- 
ing School for Teachers of Crippled Children, 602 
South Euclid Avenue, St. Louis. 

Washington University is approaching consumma- 
tion of an effort to expand to $4,006,000 the $1,200.000 
gift of the late Mrs. William McMillan and to make 
St. Louis a world center in ophthalmology and oto- 
laryngology. Only a small proportion of the total re- 


(Continued on page 40) 


HASLAM’S 


Surgical Instruments are 
correct in finish, pattern 
and quality 





Ask your local dealer for our 
RUSTLESS STEEL 


No Plating. 
Best for use and length of service. 


FRED HASLAM & CO., 
Ine. 


Brooklyn, N. Y. 
Established 1848 
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What Germicide is 
500 Times Move Powerful 
Than Phenol? 


MEITAPHEN 


A Contribution of Research to Medical Practice 


For years, chemists in the Dermatological Research Laboratories have 
been engaged in the study of organic mercurials, particularly in regard 
to their germicidal properties. The result of this research is META- 


PHEN. 


This powerful mercurial antiseptic is not only 500 times more germi- 
cidal than phenol, but is stainless, odorless, non-corrosive and practi- 
cally non-irritating. 


METAPHEN is a most valuable antiseptic and germicide for general sur- 
gery due to its exceedingly powerful destructive effect upon bacteria, par- 
ticularly the staphylococci, streptococci and gonococci. 


METAPHEN is being used in place of iodine for sterilizing the operative 
area as well as for treating wounds and infected surfaces. It is a valuable 
sterilizing agent for surgical instruments. 


METAPHEN is also giving splendid results in eye, ear, nose and throat 
work as well as in dentistry and general practice. 


See that you have METAPHEN in stock. 


Dermatological Research Laboratories 
Abbott Laboratories 


North Chicago, Ill. 


New York St. Louis San Francisco Seattle Los Angeles Toronto Bombay 
Watford, Herts, England 
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The Importance of Diagnosis 


Every physician, no matter what his 
specialty, or the character of his reg- 
ular active practice, needs the best 
aids to proper diagnosis. 

The Eye, Ear, Nose and Throat—and 
the body cavities reveal many focal 
infections and diseased conditions 
that cannot be properly found without 
regional illumination. 

This being undoubtedly true, then 
the best means of proper illumination 
for convenient use at the home, the 
bedside or in the office should be 
found. The answer is: 


“The Welch Allyn Equipment’’ 
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il teins | 


Rs 


' 





The Leading OTOSCOPE 


This Otoscope has the largest lens 
disc and best lamps used in instru- 
ments of its type, and provides mag- 
nification and easy observation for di- 
agnosis, operative work or testing the 
mobility of the ear drum. 


[] No. 200 Otoscope Head, Three 
Specula, Bulb, Battery Handle 
in Case. 

$22.00 


|] No. 201 Otoscope Head only, with 
Three Specula and Rubber Bulb. 


$13.50 


DOSTER-NORTHINGTON, Inc. 


Department of Surgical Instruments and 
Hospital Supplies 


Birmingham, Ala. 
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mains unsubscribed. Construction will proceed at once 
on the nine-story McMillan Hospital. It will include 
the first specialized otolaryngological institute in the 
world and will be the first hospital of the Washington 
University group which is not a closed hospital. It 
will be open to any reputable specialist. The General 
Education Board has offered $1,500,000, provided an 
additional $1,000,000 is raised elsewhere. About $250,- 
000 has been contributed in St. Louis in recent months. 
The directors of the work to be begun at the Hospi- 
tal are Dr. Harvey J. Howard, formerly of Union Med- 


(Continued on page 42) 











CLASSIFIED ADVERTISEMENTS 


MIDDLE-AGED Southern physician with several years’ ex- 
perience in all phases of clinical tuberculosis (both in and 
out of Sanatoria) desires the Medical Directorship or Assist- 
ant Medical Directorship of some Southern tuberculosis 
sanatorium, public or private. Would consider tuberculosis 
work in Public Health Department. Institutional work pre- 
ferred. Suitable references can be furnished. Address 
G. N. C., care Southern Medical Journal. 














RESIDENT SURGEON AND RESIDENT PHYSICIAN 
wanted for Private Patient Department. Applicant must 
have had at least one year’s hospital service. Appointment for 
period of one year. Compensation $125 per month for first 
three months; $150 thereafter with full maintenance. Ap- 
plications should be addressed to Geo. F. Sauer, Superin- 
tendent, 112 East 77th Street, New York, N. Y. 





ANY DOCTOR IN NEED OF MONEY may secure 4 
pleasant and profitable position calling on physicians and 
securing orders for the products of one of America’s oldest, 
best known and most reliable corporations. Address L. B. J., 
care Southern Medical Journal. 





COMPLETE set of instruments for eye, ear, nose and 
throat specialist. A six drawer Treatment Table, Spring- 
field three-piece Gas Sterilizer, Treatment Chair, Instrument 
Cabinet, Perimeter,’ Trial Case, Ophthalmometer on adjust- 
able table, Suction and Pressure Apparatus. Will sacrifice. 
Address Mrs. Inez B. Martin, 721 East 41st Street, Savan- 
nah, Ga. 





LITERARY ASSISTANCE on special medical subjects 
for busy physicians. We promptly develop any subject of 
popular or technical interest from the latest authorities, 
using the unlimited facilities available here. Reasonable 
rates; correspondence confidential. We also edit, revise and 
enlarge physicians’ manuscripts. Authors’ Research Bureau, 
500 Fifth Avenue, New York, N. Y. 





MEDICAL HYDROLOGY—A series of 12 brochures on 
mineral water therapy in general and the Bedford Mineral 
Waters in particular, is being issued monthly, aggregating 
about 200 pages, for free distribution to the profession. We 
will be pleased to send the entire series, with a binder for 
permanent preservation, to physicians so _ requesting. 
William E. Fitch, M. D., Medical Director, Bedford Springs 
Hotel and Baths, Bedford, Penn. 





DRUG AND ALCOHOLIC PATIENTS are humanely and 
successfully treated in Glenwood Park Sanitarium, Greens- 
boro, N. C.; reprints of articles mailed upon request. 
Address W. C. Ashworth, M.D., Owner, Greensboro, N. C. 





TO THE MEDICAL PROFESSION: We are filling @ 
long-felt want by conducting a training class teaching blood 
counts, urinalyses, sputum and feces examinations; also basal 
metabolism readings. We will gladly furnish you with com- 
petent office assistants trained in such laboratory procedures 
as you may require. Our classes are made up of stenog- 
raphers, bookkeepers, registered nurses and clerks. Send 
us your office assistant for training. Write or telephone 
for full information. Dial 38-3598. John V. Mix, Director, 
Alabama Pathologic Laboratory, 1005 Martin Building, Bir- 
mingham, Ala. 
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You Are Not Pioneering 
When You Prescribe 
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fer tient Feeding 





1. Years of International Clinical History Have Estab- 
lished Its Merit. 


2. Current Medical Literature Bears Frequent Ref- 
erence to Its Efficacy. 


8. Thousands of Physicians Know From Experience 
that It can be Depended Upon for Good Results. 


There is as great a difference between Dryco and ordinary dried 
milks as there is between certified and other liquid milk. The 
results obtained with the use of Dryco have made it an incontro- 
vertible fact that “Dryco is ideal for infants deprived of breast 
milk and is of especial value in difficult feeding cases.” 


LET US SEND SAMPLES, SUGGESTED FEEDING TABLES and DATA! 


For convenience, pin this to your Rx. Blank and mail now. 


THE DRY MILK CO. 18 PARK ROW, NEW YORK, N. Y. 
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NEW 
CUNNINGHAMS 
URETEROLITHO- 
PHONE 


With the large number of stones pervious 
to the X-Ray, the importance of a device 
to locate such stones is immediately ap- 
parent. 
The instrument consists of a No. 5 
Graduated Eynard Catheter inclosing a 
non-rustable wire with olive tip. Through 
manipulation of the Catheter in situ, con- 
tact with stone is conveyed to special 
diaphragm of stethoscope. 
Can be used through single or double 
catherizing cystoscope. 
Price complete with Bowles Stethoscope 
—$10.00. 
Catheter, diaphragm, and _ chest-piece 
ready to be attached to your Stethoscope 
—$8.50. 

Any Dealer 


C. R. BARD, Ine. 


79 Madison Avenue New York City 
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ical College at Peking, China, Professor of Ophthal- 
mology at the University, and Dr. Lee Wallace Dean, 
former Dean of the Medical School of Iowa Univer- 
sity, Professor of Otolaryngology. 

Additional property adjoining the site of the Cen- 
tral Institute for the Deaf, St. Louis, has been pur- 
chased and a new building is being constructed. The 
Institute was founded in 1914 by Dr. Max A. Gold- 
stein, who is still the Director. Citizens of St. Louis 
subscribed almost the entire $400,000 needed for the 
new building. 

The Brandon Hospital, Poplar Bluff, was recently 
opened. It was built at an approximate cost of $100,- 
000 and has a capacity of forty beds. Dr. W. L. Bran- 
don is in charge. 

The new $300,000 nurses’ home of St. John’s Hospi- 
tal, St. Louis, has recently been opened. 

Pike County Memorial Hospital, Louisiana, for- 
merly the Smith-Barr Hospital, was opened July 2. 
It has a capacity for fifty beds. The building cost 
more than $140,000 and was donated by the late Otis 
Smith and Susanah Barr. Miss Laura Hornback, of 
Barnes’ Hospital, St. Louis, is the Superintending 
Nurse. 

Mrs. Marilla E. Comstock, widow of Dr. T. Griswold 
Comstock, a founder of the St. Louis Children’s Hospi- 
tal, gave five-sixths of her $600,000 estate to charity. 
Most of the charitable bequests are to Barnard Free 
Skin and Cancer Hospital, the Shrine Hospital for 
Crippled Children and the Masonic Home of Missouri. 
Mrs. Comstock died last April at the age of 89. 

Ten dental clinics for children are to be opened in 
St. Louis. The City Board of Aldermen has appro- 
priated $35,000 for the clinics. The Red Cross will 
donate equipment for eight of the clinics. 

Dr. Charles Weiss has been appointed Associate 
Professor of Experimental Bacteriology, Department 
of Ophthalmology, Washington University Medical 
School, St. Louis. Dr. Weiss has recently completed 
two years’ service in Porto Rico as Director of Labo- 
ratories of the Presbyterian Hospital, San Juan, and 
Assistant Professor of Bacteriology, Columbia Uni- 


(Continued on page 44) 








McKesson Special No. 306 


This little apparatus is designed particularly for obstetrics and 
those ordinary minor operations requiring a short anesthesia in the 
office or home. For analgesia in obstetrics it is wonderfully 
efficient, though small and sturdy for automobile transportation. 


The advantage of nitrous oxid-oxygen analgesia and anesthesia 
are fully attained with this apparatus. 

The intermittent flow principle is available with this little outfit 
which makes it so simple to use, prevents any waste of gases when 
the inhaler is removed from the face, and maintains the supply of 
gases ready for instantaneous inhalation at the very moment when 
uterine contraction begins, which are the essentials to successful 
analgesia. 

The whole apparatus (without tanks) is contained in a beauti- 
fully finished solid mahogany carrying case 9x9x16 inches and 
weighs only about 15 pounds. A case 9x9x23 to carry apparatus 
and tanks is furnished on special order only. 


Write for information 


Toledo Technical Appliance Company 
2226-32 ASHLAND AVENUE, TOLEDO, OHIO, U.S.A. 
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The above picture is one 
of a series illustrating the 
Seventh Edition of the 
treatise “‘Habit Time.” 


Separate enlargements § 


of this engraving and 


“Habit Time™ mailed free | 


on request. 


DESHELL LABORATORIES, Inc.,. 
536 Lake Shore Drive, S: ©; 
Chicago 

Gentlemen:— Send me copy of the new 
brochure “Habit Time" and specimens of 
Petrolagar. 


PUNE cs cocina succes ico} canakebsaneuneonnanes an 


won eee nn een oo ne me nnn ooo ence wwe ncencescs, menos 





In managing, colon troubles it is important 
to restore normal fecal consistency. 


PETROLAGAR 
— provides normal fecal consistency. 


—forms an homogeneous mixture with 
intestinal contents. 


— produces normal physiological reaction 
on secretory and motor functions of 
the bowel. 


— mechanically protects the membrane as 
oes mucus. 


Petrolagar is an emulsion of 65% min- 
eral oil with the indigestible emulsify- 
ing agent, agar-agar. 





Petrolagar 


REG.U.S.PAT. OFF 
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(Continued from page 42) 
versity School of Tropical. Medicine and the University 


of Porto Rico. 
Dr. William Engelbach, who has practiced in St. 
Louis for twenty-two years, has taken a leave of ab- 
(B. A. CULTURE) | sence of probably a year or more to write a system 
~ — on the internal secretions, after which he expects to 
resume practice, 

Dr. Linn J. Schofield recently resigned as a mem- 
ber of the Board of Regents of the Central Missouri 
a = State i ee eee en . ; 

i i Dr. John W. Knight has accepted an appointmen 
There 18 always a first time. as gore Superintendent at the Kansas City Gen- 
eral Hospital, Kansas City. 

In the past few years, many phy- Dr. Joseph A. Scopilite, St. Louis, and Miss Pauline 
Newbill were married June 27. 


sicians have written their first pre- sania 
scriptions for BACILLUS ACID- Dr. John Andrew Shivers, =, wee . died June 
= 12 of an abscess following an attack of influenza. 
a A. CUL Dr. i Roscoe Joseph, St. Louis, aged 46, died 
hes July 9 of pneumonia. 
ticul )e = — ie said 0 ‘ Dr. ge ed J. Kriel, e. — — died in 
une of chronic myocarditis and nephritis. 
icular signiicance, per. aps, excep Dr. James Hiram Tanquary, St. Louis, aged 72, died 
that these first prescriptions are suddenly July 2 of heart disease. ng? 
Dr. William Clay Morris, Kansas City, aged 75, died 
usually followed by many others. June 20 of perforated duodenal ulcer. 
‘ oy Seancord E. eat Sikeston, aged 82, died May 
: 8 of chronic myocarditis. 
Have you prescribed B. A. CUL- Dr. Alfred B. Miller, Macon, aged 76, died June 25 
TURE? of follicular tonsillitis and diabetes. 
° Dr. Harry Robson Hall, St. Louis, aged 57, died 


July 25 of an infection of the neck, 
Dr. Edward Sarsfield Murphy, St. Louis, aged 43, 
B BR CULTURE LABORATORY INC died July 6 in a local hospital of acute infectious hepa- 
7 De ’ ° titis and chronic cholecystitis. 
Dr. bn John McGill, St. a, aged 57, — 
June 15 following an operation for empyema of the 
Yonkers, New York ph oP ny 
Dr. William E. Johnson, Belle, aged 54, died March 
16 of tuberculosis. 
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in amebic dysentery 


STOVARSOL 


REG. IN U. S. PATENT OFFICE 
ACETYLAMINO-OXYPHENYLARSONIC ACID 


Accepted by the Council on Pharmacy and Chemistry 
of the American Medical Association 


Manufactured by 


MERCK & CO. INC. 


SUCCESSORS TO 


POWERS-WEIGHTMAN-ROSENGARTEN CO. 
Literature on request to Philadelphia Office 916 Parrish St. 
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AN ARLCO-POLLEN COLLECTOR 








AMERICAN 


FLAY FEVER. 


All Sections _—_NORTH—EAST—SOUTH—WEST—AII Seasons 


Adequately and accurately covered by 


ARLCO-POLLEN ExTRACTS 
for Diagnosis and Treatment 


TREE HAYFEVER can be 
accurately identified by skin test 
with the pollens of locally preva- 
lent trees and thereby differenti- 
ated from the “common colds” 
of early spring. 


GRASS HAYFEVER begins 
about the time tree hayfever ends, 
viz. May 15th, and need not be 
confused with the earlier appear- 
ing and sometimes overlapping 
tree hayfever. 


WEED HAYFEVER—August 
to frost—is unrelated to the pre- 
viously occurring grass hayfever 
and is occasioned, according tothe 
locality, by such late pollinating 
plants as the Ragweeds—Russian 
Thistlkh—Western Water Hemp 
—Carelessweed—or Sage Brush. 


LIST of pollens for any section—any season—with commentary circular 
discussing the treatment of hayfever by preseasonal or coseasonal method, 
with respective schedules of dosage—sent on request. 


THE ARLINGTON CHEMICAL COMPANY 
Yonkers, N. Y. 
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NORTH CAROLINA 

At its last annual meeting, the Medical Society of 
the State of North Carolina created the North Caro- 
lina Medical Foundation and named the Wachovia 
Bank and Trust Company as fiscal agent. The pur- 
pose of the Foundation is to encourage gifts for char- 
itable purposes connected with the activities of the 
Medical Society. The declaration of trust states that 
without limiting in any way the charitable purposes 
for which the funds may be used and merely by way 
of illustration, they shall be available for the promo- 
tion of medical science, the encouragement of post- 
graduate medical instruction, the correlation of medi- 
cal activities, the education of the public about med- 
ical matters, the helping of indigent physicians and 
their families, and for any other object that may rea- 
sonably be construed as promoting medical science 
and practice in the State. The Foundation is author- 
ized to receive gifts by will or deed or otherwise of 
property of any kind. 


October 1928 


The Fourth District Medical Society held its meet- 
ing at Rocky Mount August 15. 

Dr, C. DeW. Colby, Dr. George C. Battle and Dr. 
Karl Schaffle announce the opening of the William 
Leroy Dunn Memorial Clinic, Asheville. 

Work has been started on the Junior League Hos- 
pital for Incurables, Salem. The building will cost 
approximately $60,000. 

The printing plant of Southern Medicine and Sur- 
gery, owned by Dr. James M. Northington, Char- 
lotte, was recently destroyed by fire. 

Dr. Joshua F. Abel, Waynesville, has been commis- 
sioned as Surgeon for the Southern Railroad in his 
community. 

Dr. Robert D. Jones, New Bern, has been elected 
President of the North Carolina Hospital Association. 

Dr. Charles A. Julian, Greensboro, has been ap- 
pointed Medical Director of the Greensboro Life In- 
surance Company, 


(Continued on page 48) 





Adam Period Five-Piece 


Matched Suite Physicians 





Office Furniture 


Rivalling the finest craftsmanship in 
furniture for the home, this beautiful 
5-piece suite of matched Office Furni- 
ture is made in genuine American 
Walnut, Mahogany and seven other 
wanted finishes. Unusually low priced 
“en suite.” Many new features of con- 
venience and utility. 


Ask for Literature and Prices 


W. D. ALLISON COMPANY 


931 North Alabama St. Indianapolis 








REST 


apartments and boarding houses. 


For further information write— 





RECREATION 


Hot Springs National Park, Arkansas 


“America’s National Health Resort” 


(Under the control of the Interior Department) 
The attention of the American Medical Profession is invited to the great benefits to be 
derived from the use of the radio-active waters of Hot Springs in the treatment of dis- 


eases where rapid elimination is desired such as, arthritis, neuritis, malaria, affections of 
the skin and other diseases resulting from toxemias and microbic infection. 


The resort is provided with a number of modern and luxurious bath houses, hotels, 


Pleasures and amusements in the way of golf, tennis, mountain climbing, horseback rid- 
ing, fishing and hunting are provided for our guests and visitors. 


Medical Intelligence Bureau 
Box 886 
Hot Springs Nationa] Park, Arkansas 


RECUPERATION 
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The Menopause~ 


CONTROL OF ITS 
NERVOUS SYMPTOMS 


What can be done to relieve the 
neuroses attending the menopause ? 


The same sedative that so efficiently 
relieves epilepsy can be used to equal 
advantage in this condition. 


ELixir of LUMINAL 


““LUMINAL"’, TRADEMARK REG. U. S. PAT. OFF. AND CANADA 


Brand of Phenobarbital 


Lumrnaz is effective in small dosage. In the 
form of the Elixir, it is agreeable to take, well 
tolerated, and 1s conveniently administered. 


Luminat is also supplied in 4, 4 and 1% 
grain tablets. 


Write for descriptive literature 
WINTHROP CHEMICAL COMPANY, Inc. 
117 Hudson Street, New York, N. Y. 


CanaDaA: 
Winpsor, Ont. 


HE 
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SAVE MONEY ON 


YOUR X-RAY SUPPLIES 


Get Our Price List and Discounts 
Before You Purchase 


WE MAY SAVE YOU FROM 10% TO 25% ON X-RAY 
LABORATORY COSTS 





BRADY’S POTTER BUCKY 
DIAPHRAGM insures finest . 
radiographs on heavy parts, such as kidney, spine, gall- 
bladder or heads. 

Curve Top Style—up to 17x17 size cassettes............ 


$250.00 





Flat Top Style—holds up to 11x14 cassettes. 
Flat Top Style—for 14x17 or smaller cassettes........... 260.00 
Among the Many Other Articles Sold Are 

X-Ray FILM, Eastman, Buck X-Ograph and Dental Film. 
Heavy discount on standard package lots. Eastman, 
Buck X-Ograph and Just-Rite Dental Film, fast or slow 
emulsions. 

DEVELOPING TANKS, 4, 5 or 6 compartment stone, will 
end your darkroom troubles. Ship from Chicago, Brooklyn, 
Boston or Virginia. Many sizes of enameled steel tanks. 

INTENSIFYING SCREENS—Buck X-Ograph or Patterson 
Screens for fast exposures, alone, or mounted in cassettes. 
Liberal discounts. All-metal cassettes, several makes. 


If you have a machine GEO. W. BRADY & Co. 
areal aling'ict™ 780 So. Western Ave, 
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Dr. Hamilton W. McKay, Charlotte, 
from the staff of the Crowell Clinic. 
Dr. V. K. Hart, Charlotte, and Miss Noel Pridgen, 
Elm vy were married June 29. 
Dr. S. A. Rhyne, Statesville, and Miss Louise Fox, 
Mt. Airy, were married July 1. 


Deaths 
Dr. William Hillard, Asheville, aged 70, died Au- 
gust 17. 


has resigned 





OKLAHOMA 


The new medical school building of the University 
of Oklahoma School of Medicine at Oklahoma City 
has been completed and the entire four years’ course 
is now being given at Oklahoma City. The pre-med- 
ical work will continue to be given at Norman, where 
or departments of the State University are lo- 
cated. 

Dr. W. T. Tilly, Muskogee, has closed his hospital 
which he has operated for the past sixteen years. He 
will continue in private practice, using the Baptist 
and the new City Hospitals. 

Dr. Guy B. Van Sandt, Wewoka, announces that 
the hospital which he is constructing has been incor- 
porated under the name of the Wewoka Hospital 
Company. 

The Rolater Hospital, Oklahoma City, is construct- 
ing an addition. The new unit will increase the ca- 
pacity of the Hospital from fifty-four to ninety beds 
and will cost $40,000. 

The new State Hospital for Crippled Children, built 
at an approximate cost of $300,000, will soon be com- 
pleted. The building will have a 200-bed capacity. 


Deaths 
Dr. Nathaniel Dedman Woods, Jr., Golden, aged 70, 
died April 24 at Millerton of paralysis. 
Dr. John Edgar Reid, Madill, aged 63, died March 
23 of carcinoma of the stomach. 
Dr. George Reuben Eckles, Holdenville, aged 61, died 
June 10 of paralysis. 


(Continued on page 50) 








Notice how the name 
plate shows through 


the Insulin in the 
above unretouched 
photograph. 


H. K. MULFORD 








INSULIN 


Purified to Crystal Clearness 
Low Protein Content 
Refinement, by the removal of protein 

substances, minimizes reactions. 


Practically no sting when injected. 
clarity is remarkable. 


New unbreakable package of aluminum 
protects vial when not in use. 


Specify INSULIN-MULFORD 


COMPANY, Philadelphia, U.S. A. 





MULFORD 


Mulford 
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Pertinent facts 
in the consideration of 
Ultra-Violet Radiation 


HE Quartz Mercury Vapor Lamp has been, 

from the beginning, the standard sources of 
ultra-violet rays. And tosay that the Quartz Lamp 
has always been the standard source of ultra- 
violet rays is virtually equivalent to naming the 
Hanovia Quartz Lamps—the Alpine Sun and the 
Kromayer. For Hanovia Lamps were the first 
practical artificial sources of ultra-violet rays. 

As a consequence, nearly all of our present 
fund of clinical information, including stand- 
ardized technique, is based on the use of the 
Alpine Sun and Kromayer Lamps. Those clinical 
results form a part of the Hanovia Library. They 
are freely available to you. The coupon below 
will bring you promptly any reprints you may 
desire. 




















Pertinent facts about the 
entire Quartz Mercury 
Anode Type Burner 
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. Stability of the arc 


No excessive heat 


. No fumes or smoke 


Requires no adjustments 
Operates without attention 


Low cost for operation 


» Technique easily standardized 


. No danger from sparks 


Does not generate excessive heat 


. Maximum treatment at minimum 


cost 


Saves time 





ALPINE 
Sun Lamp 


Gentlemen: 


treatment of 


1 





Hanovia CHEM 


Please furni 
of your authoritative papers 


>. a 


CAL & MANUFACTURING COMPANY 


Chestnut St. & N. J. R. R. Ave., Newark, N. J. 


} 





Dept, E-5 


, Without obligation, reprints 
on the use of quartz light in the 









City... State. 
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Dr. Alba Jesse Whitley, Tulsa, aged 46, died May 
25 of appendicitis. 

Dr. Joseph Fife Messenbaugh, Oklahoma City, aged 
54, died June 19 of chronic peritonitis. 


SOUTH CAROLINA 
The Second District Medical Society met at Aiken 





October 1928 


Deaths 


Dr. Charles Catlett Johnson, Aiken, aged 67, died 
June 20 of heart disease. 

Dr. Clyde Butler Griffin, Anderson, aged 40, was 
killed July 1 when the automobile in which he was 
driving overturned. 

Dr. William Ervin Sparkman, Georgetown, aged 70, 
died June 9 of myocarditis. 

Dr. George Washington Hill, Catawba, aged 62, died 
June 20 of pneumonia. 


in July. 
Oconee County has inaugurated a full-time health 





unit with Dr. L. H. Jennings, formerly of Bishopville, 
as Director, 

Dr. Rosko J. Wilson, Florence, has been elected 
President of the Palmetto Medical Association. 

Dr. Edward P. White, Columbia, has been appointed 
Director of the Cherckee County Health Department. 
He succeeds Dr. Patrick H. Smith, Gaffney. 


RADIUM SERVICE 


THE PHYSICIANS RADIUM ASSOCIATION of CHICAGO, Inc. 


Incorporated under the laws of Illinois, not for profit, but for the pur- 
pose of making radium available to Physicians to be used in the treat- 
ment of their patients. Radium loaned to Physicians at moderate 
— fees, or patients may be referred to us for treatment if pre- 
ferred. 


Careful consideration will be given inquiries concerning cases in which the use 
of Radium is indicated 


THE PHYSICIANS RADIUM ASSOCIATION 


1307 Pittsfield Building 
CHICAGO, ILL. 


TENNESSEE 


The central portion and one wing of the four-story 
Administration Building of the Central State Hospital 
for the Insane, about eight miles from Nashville, was 


(Continued on page 52) 





Managing Director: 


Telephones: 
Wm. L. Brown, M.D. 


Central 2268-2269 
BOARD OF DIRECTORS 
Wm. L. Brown, M.D. 


Frederick Menge, M.D. 


William L. Baum, M.D. 
Walter S. Barnes, M.D. 
Louis E. Schmidt, M.D. 



















The Distinctive Properties of Gonosan 


Inhibits gonococcal development and minimizes its virulence. 
Aids in reducing the purulent secretion. 
Encourages normal renal activity. 


Relieves the pain and strangury and allays the irritation and 
inflammation. 


Does not irritate the renal structure or the digestive organs. 
Prescribe GONOSAN for acute and chronic cases. 


Samples are at your disposal. 


RIEDEL & CO. 
Berry and So. 5th Streets Brooklyn, N. Y. 


GONOSAN 


“RIEDEL 
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ARD-PARKER KNIVES are sharp, safe and 

economical. Because the used blades may be re- 
placed by new sharp blades, Bard-Parker Knives are 
always ready for instant use. 


Prices—No. 4 handles, $1.00 each. Blades, six of one 
size per package, $1.50 per dozen. 


BARD-PARKER COMPANY. Inc 
369 Lexington Avenue, New York N.Y. 
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destroyed by fire July 27, with an estimated loss of 
about $250,000. None of the 1,270 patients or the em- 
ployees or staff were injured, but several of the pa- 
tients escaped. The steel cases containing the rec- 
ords of entrance and dismissal of patients dating back 
to 1852 were melted and the records destroyed. The 
fire is believed to have been due to faulty electric 
wiring. The Hospital, while able to care for the pa- 
tients in other buildings, will not accept new patients 
for a few months. 

Work has been started on the new $120,000 Chil- 
dren’s Hospital, Chattanooga. 

Construction of the first unit of what will be the 
Memphis Hospital for Crippled Adults, Memphis, was 
made possible through the gift of $200,000 from B. B. 
Jones, Washington, . C. The Women’s Board of 
the Memphis Hospital for Crippled Children donated 
the ground on which the structure is being built. 

Dr. LeRoy E. Coolidge, Greenville, announces the 
opening of the Takoma Hospital and Sanatorium. 
It has a capacity of forty-five beds. 

The new $65,000 St. Elizabeth’s Hospital, Elizabeth- 
— was recently opened with a capacity of forty 

eds. 

Dr. George R. 

ital, Paris, is building another hospital, 

ave accommodation for fifteen patients. 

Mrs. J. K. Marshall has been appointed to succeed 
Alice Morse as Superintendent of the Rutherford Hos- 
pital, Murfreesboro. 

Deaths 


Catlett, Knoxville, 


McSwain, owner of the McSwain Hos- 
which will 


Dr. William aged 58, died 
July 18 
Dr, Beecher Lavator Ogle, Knoxville, aged 40, died 
July 6 of heart disease. 
Dr. Ellis S. McKinney, 70, died 


January 2 of tuberculosis. 


Gordonsville, aged 


October 1928 


Dr. Joseph L. Byrn, Denver, aged 78, died June 24 
of paralysis. 

Dr. Henry Lockhart, Coalmont, aged 57, died June 
22 of heart disease. 

Dr. John T. McKeel, Graham, aged 73, died June 9 
at Pinewood of hypertrophy of the prostate. 

Dr. Mannie Perkins Newman, Dyer, aged 25, died 
June 14 at a hospital in Boston, Massachusetts, of 
acute nephritis. 

Dr, Charles Alfred Abernathy, Pulaski, aged 75, died 
August 4 of gall bladder disease and pneumonia. 

Dr. Paul Ellis Marsh, Kingsport, aged 34, died 
June 21 in a hospital at Knoxville, following an op- 
eration for an injury received in a fall. 


TEXAS 


Tarrant County Medical Society Semi-Annual Clin- 
ics were held June 29 at Fort Worth. Operative and dry 
clinics were held through the morning. 

A new ward building for the Wichita Falls State 
Hospital, Wichita Falls, will soon be built. The 
building will cost about $125,000. 

The new wing of Dallas Medical Arts Building, 
Dallas, was recently opened. The new building was 
completed at a cost of approximately $1,000,000. In 
addition to providing increased office space, the sev- 
enteenth floor of the annex houses a diagnostic in- 
firmary with eighteen private rooms for patients. 
There is a total capacity of seventeen beds. The hos- 
pital units will be available to the physician and 
dentists who have offices in the building for their 
use in emergency cases. At the dedication of the 
addition, the Dallas County Medical and Dental So- 
cieties were presented with an Auditorium by Dr. and 
Mrs. Edward H,. Cary, seating 300. 


(Continued on page 54) 





In addition to 
KLIM 
Merrell-Soule offers: 


POWDERED PROTEIN 
MILK 

This is the dehydrated equiv- as pure, 
alent of Finkelstein’s origin- 

al Eiweissmilch. Sustained | 
pediatric recognition and ap- 
proval testify to the fact that 
Merrell-Soule Powdered 
Protein Milk has a definite 
place in infant feeding. 


milk. 


POWDERED WHOLE 
LACTIC ACID MILK 
This is correct in composi- 
tion and acidity, preserving 
all the qualities of a hospital 
formula. It is easily pre- 
pared in the home and is a 
demonstrated clinical suc- 

cess. 





POODLE C444 4p tn tp tb th tn TE 


(Recognizing the importance of 
scientific control, all contact with 
the laity is predicated onthe policy 
that KLIM and its allied products 
be used in infant feeding only ac- 
cording to a physician’s formula.) 





i i i i i id 


N increasing number of 
physician’s are recom- 
mending Klim, not as a form- 
ula, not as a specially pre- 
pared baby food,—but simply 
fresh, full cream 
cows’ milk. That’s what 
Klim is, nothing more, noth- 
ing less than safe whole cows’ 


Klim is particularly suited 
Literature and Samples sent on Request 
MERRELL-SOULE CO., INC., 350 Madison Ave., New York, N. Y. 


“LIM | 


POWDERED WHOLE MILK 


Merrell-Soule Powdered Milk Products are packed to keep in- 
definitely. Therefore, trade packages need no expiration date. 


KLIM is nothing but Safe, Whole Milk 
— Powdered for Convenience 


for infant feeding because of 
its superior digestibility. Its 
finely divided casein, precipi- 
tating in a small friable curd, 
and its small butterfat globule 
promote digestion and insure 
a high degree of assimilation. 
Due to this characteristic, 
Klim will feed many infants 
that fail to thrive on fluid 
cows’ milk. 
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_ Aanouncing A Palatable and 
highly nutritious Maltose - Dextrin 


Preparation ——~ 
Exceedingly Rich in Vitamin B and Assimilable Iron Salts 


© SQUIBB’S VITAVOSE. > 


Accepted by the Council on Pharmacy and Chemistry, A.M.A. 








PREPARED FROM MALTED WHEAT GERMS 


COMPOSITION OF VITAVOSE PHYSIOLOGICALLY 
Per Cent. TESTED 
Maltose Squibb’s Vitavose contains at 
—— least 100 times as much of 
Soluble Amino and other Nitro- the antineuritic factor as 
genous Subst 7 does fresh, raw, certified, 
RS | | re whole cow’s milk: and about 


Mineral Salts* si 
peal pee 33 times as much of the 


3 
*Natural Iron Salts 0.0125 pellagra-preventing factor. 














Vitavose is readily assimilated, is rich in iron, and, because 
of its high Vitamin B content, stimulates the appetite. 


SQUIBB’S VITAVOSE as a milk modifier in infant feeding 
not only furnishes the desired additional carbohydrates but also 
supplies in abundance both iron and the water-soluble Vitamin 
B, including the growth-promoting, pellagra-preventing and anti- 
neuritic factors. 


Deficiency of Vitamin B is not confined to infant diets. In 
adults, anorexia, lowered vitality, certain gastro-intestinal and 
neurologic symptoms are frequently referable to avitaminosis of 
the water-soluble factor “B.”’ Vitavose is especially useful for 
supplementing the diets of children, expectant and nursing 
mothers, convalescents and malnourished adults. 


SQUIBB’S VITAVOSE is supplied in moisture-proof tins con- 
taining one pound. 

Directions, Modification Tables, Prescription Pads and com- 
plete information sent to physicians on request. Address 
Professional Service Department, E. R. Squibb & Sons, 80 
Beekman Street, New York, N. Y. 





F:R: SQUIBB & SONS, NEW YORK 


MANUEACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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(Continued from page 52) 


A — —— Bsn gd Fle rene a . ha 
be built for the Prairie View Normal an ndustria 
Pure Ethyl 


College, Prairie View. 
e Work has been started on the $85,000 Rusk State 
Chloride Hospital, Rusk. 


W. F. Alexander and Dr. Robert W. Holton have 
opened their new hospital at Terrell. 
For Local and General The campaign for $2,000,000 for Baylor University 
was opened at Waco July 20. 
nein ono Dr. William L. Helms has been appointed Health 
Officer of Taylor. 

Edith Gardner, R. N., is the new Superintendent of 
the Amarillo General Hospital, Amarillo. 

L. A. Sanders, Superintendent, West Texas Baptist 
Sanitarium, Abilene, has withdrawn his resignation 
at the request of the Board of Trustees and will re- 
main as Superintendent of that institution. 

Dr. Edwin Weisman Burton, McKinney, and Miss 








Supplied in 10, 830 and 60 gramme 
automatic closing glass tubes. 





Also in 3 and 5 Cc. hermetically Mary Elizabeth Kerr were married at Lynchburg, Vir- 
sealed glass tubes. ginia, August 4. 
The automatic closing tubes require er 
4 Dr. Justus S. Davidson, Galveston, aged 67, died 
no valve. Simply press the lever. suddenly May 17 
Dr. S. B. Burnett, Roxton, aged 62, died January 26 
of pellagra. 
Dr. C. A. McFadden, Greenville, aged 55, died at 
Manufacturers the home of his son June 18 of chronic nephritis. 
Dr. Jefferson Martin Burks, Dale, aged 52, died 
May 25 of carcinoma of the stomach. 
FRIES BROS. a bed got bahay winauee el Falls, aged 44, 
died June 29 of chronic ga adder disease and para- 
92 Reade St., New York lytic illeus. 


Dr. Daniel Bigelow Blake, Yorktown, aged 74, died 
May 23 at Floresville of pneumonia. 
Dr. James Morgan Miller, San Antonio, aged 54, 


° 


Sole distributors for the U. S. and Canada died May 31 of myocarditis. a 
Dr. ~— M. Rappold, Harmon, aged 55, died 
May 23 0 iabetes mellitus. 
MERCK & Co., Inc. Dr. — O. Wilkerson, Girard, aged 61, died 
* Rie. April 7 at Snyder, 
Main Office: Rahway, N. J. Dr. Joseph Weir Matthews, Caldwell, aged 79, died 
June 13 of bronchopneumonia. 








(Continued on page 56) 
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Where alkaline treatment is indicated 
KALAK WATER 













makes possible the administration of alkalies in large 
amounts and in agreeable fashion. 


More logical than the single alkali (like sodium 
bicarbonate) Kalak Water contains several elements 
needed for maintaining the normal alkali reserve 
of the body. 


- Each bottle contains in sparkling form the bicarbon- 


ates of sodium, potassium, calcium and magnesium. 


Kalak Water offers the strongest alkaline water 
of commerce. 


2 erry 


a” KALAK WATER CO., 6 Church St., New York City 


"aaa" a" aa" a"a" aes 
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The Deep Sea Cooker 


Out on the north Atlantic you 
may see the steam trawlers on their 
fish quest—sturdy boats that defy 
the anger of the ocean to reap the 
harvest of the deep. 





Numbers of these steam traw- 
lers are now distinguished by a new 
piece of “gear.” 


This is the Patch Cod Liver 
Oil Cooker, in which the oil is ex- 
tracted from the livers right when 
the fish are caught—one of the reasons why Patch’s Fla- 
vored Cod Liver Oil is so sure a source of vitamins A and 
D; also one of the reasons why Patch’s Flavored Cod Liver 
Oil is free from objectionable taste or smell. 






Every bottle of Patch’s carries a guarantee of vitamin 
potency, both of A and D. Therefore, you can be sure of 
full therapeutic effect if you specify “Patch’s” on your cod 
liver oil prescriptions. 


To prove the palatability and the absence of all the old objections to cod 
liver oil, let us send you a trial bottle of 


PATCH’S 
FLAVORED COD LIVER OIL 


THE E. L. PATCH COMPANY 
BOSTON, MASS. 


TUOCESDRRRoceeeteeseEsES POOODCOEDCOOESTOCOUUOEORRCROOCOPOORRUOTOORSSEROOROESOSESERD 





The E. L. Patch Co., 
Stoneham 80, Dept. S.M.-10, 
Boston, Mass. 


Please send me a sample of Patch’s Flavored Cod Liver Oil and literature. 
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(Continued from page 54) 


Dr. William Sherman Lasater, Aledo, aged 63, died 
"— “Charl aw te L i d 78, died 
* * r. Charles . Lawrence, Longview, age , die 
Distributors for July 3 at the home of his daughter in Shreveport, 
Louisiana, of chronic nephritis and uremia. 

Dr. William Moorman Bassett, San Antonio, aged 
o 9 bh og Neos A 13 - a Rg pa a 6 

r. eodore Brown Askew, San Antonio, age q 
Dr. Levin’s Correct Pattern died June 12 in Hollywood, California, of brain tumor. 

Dr. Elijah Brazier Blalock, Marshall, aged 66, died 
January 28 of cerebral hemorrhage. 

Dr, Adolphus Monroe Sarvis, Dallas, aged 68, died 
DUODENAL TUBES June 24 of valvular heart disease. 

Dr. A. O. L. Smith, Henderson, aged 65, died June 
4 of osteo-sarcoma of the hip. 

Dr. Abraham Lincoln Stepp, San Juan, aged 465, 

died July 27 in McAllen of injuries received in an 


Sizes 12 to 20 French even sizes automobile accident. 





VIRGINIA 


The Society of American Bacteriologists will hold 
° its annual convention in Richmond in December. 
Price $2.00 The Accomac and Northampton Memorial Hospital, 
Nassawadox, has been completed at a cost of $140,000. 
It is a sixty-five-bed institution and was _ recently 
opened. Dr. Willis and Dr. Johns, of the Johnston- 
Willis Hospital, Richmond, have been requested to 


organize the hospital staff and supervise the profes- 
I L LYONS & COMPANY sional side of the institution for a period of five 
si © 9 years. Dr, Donald Daniel, Surgeon-in-Charge, will 
have associated with him Dr. Cary Henderson and 
Dr. John Richard Hamilton, both of the Johnston- 


LIMITED Willis Hospital Staff. 
Pending plans for the construction of a new fifty- 


bed hospital, the Hopewell Chamber of Commerce will 
recondition the old Hopewell Hospital for temporary 


use. 
The Mary Washington Hospital, Fredericksburg, has 
NEW ORLEANS, LA. been completed and can accommodate sixty patients. 


An eleven-story building will replace the old es ba 
Hospital, Richmond. It will have a capacity of 125 
beds and will cost approximately $300,000. 


(Continued on page 58) 
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Effective . . . and decidedly 
, pleasing to the taste is this new 
as y C C 1 V C member of the **Accepted’’ family 


Compound Syrup of Calcreose. 


























Each fluid ounce of Compound Syrup of Calcreose Maltbie rep- 


Witt uo resents Calcreose Solution, 160 minims (equivalent to 10 

minims of pure creosote); Alcohol, 24 minims; Chloroform, ap- 

fT, proximately 3 minims; Wild Cherry Bark, zo grains; Pepper- 
Ahn mint, Aromatics and Syrup gq. s. 

bihtreR Rich in Calcreose . . . which provides the stimulant expector- 

pam(le to ant action of creosote and avoids gastric distress . . . this new 

Adi dunk Calcreose product furnishes a remedy for coughs and minor 


respiratory affections easy to take and quickly effective. 


The MALTBIE CHEMICAL CO. 
NEWARK, NEW JERSEY 


Compound Syrup of 


alcreose 


At / 
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uppressing Intestinal 
Putrefaction 








UTREFACTION in the intestines is an unnatural and 
highly injurious condition. The products of putrefac- 
tion, when absorbed, impose a heavy burden upon the 
liver, kidneys and other poison-eliminating organs. 






Scientific research has placed in our hands efficient methods 
for changing the intestinal flora so as to suppress putrefac- 
tive changes and keep them suppressed. 









Pathogenic germs cannot grow 
in an acid medium. 





Promotes 















Lacto-Dextrin is a special car- 
bohydrate colon food which 
promotes the growth of the be- 
nign acid-forming organisms, 
notably B. acidophilous. 









The rationale of Lacto-Dextrin 
is fully described in the scien- 
tific presentation on the intes- 
tinal flora. Copy mailed free 
upon request. Write for it today. 







Lacto-Dextrin is now available at all 
good prescription pharmacies 









Battle Creek 














Peristalsis 


Where constipation exists, a 
rational, mechanical aid in 
treatment is provided by the 
use of 


PSYLLA 


Psylla produces a bland, 
non-irritating, bulky residue 
in the intestine. 


We will send you a sample 
of this new and effective 
agent without charge. 


The name psylla is derived 
from plantago psyllium. 











THE BATTLE CREEK FOOD CO. 


Dept. S.M.10 Michigan 
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-Dare 


Price 
$39.00 


Hemoglobinometer 


This instrument 
lends itself equally 
to the Pathologist 
in the Hospital and 
to the practicing 
Physician. 


The application and 
the technic of ex- 
amination are de- 





No. 1011 Type 


scribed in all works For sale by 
of Hematology and all Supply 
Clinic Diagnosis. Houses. 


Ask for descriptive circular 
RIEKER INSTRUMENT CO. 
Sole Mfrs. 


1919-1921 Fairmont Ave. 
Philadelphia, Pa. 








CENTRIFUGES 





INTERNATIONAL EQUIPMENT COMPANY 
352 Western Ave., Boston, Mass. 
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Dr. Harry Hudnall Ware, Richmond, is associated 
with the Department of Obstetrics at Stuart Circle 
Hospital. 

Dr. R. L. Page, Batesville, has been presented a 
rigs by the King Solomon Lodge, No. 194, A, F. and 


Dr. Ennion G. Williams, Richmond, has been re- 
appointed State Health Commissioner for another 
term of four years. He has just completed twenty 
years service in this position. 

Dr. A. M. Showalter has been elected President of 
the Rotary Club, Cambria. 

Dr. Blanton P. Seward, Richmond, has accepted a 
position in the Medical Department at Lewis Gale 
Hospital, Roanoke. 

Dr. E. J. Nixon, Petersburg, has been elected Pres- 
ident of the Petersburg Post of the American Legion. 

Dr. George F. Simpson, Purcellville, has been elected 
—— Vice-President of the Loudoun Hospital, Lees- 
urg. 

Dr. A. L. Wilson, Lynchburg, has been elected a 
member of the Executive Committee of the Lynch- 
burg Post, No. 16, American Legion. 

Dr. Blanton P. Seward, Roanoke, and Miss Mar- 
garet Barker, Richmond, were married in June. 


Deaths 


Dr. Julian R. Beckwith, Petersburg, aged 55, died 
July 28, following an illness of several months, 

Dr. Clarence C. Jones, Staunton, aged 53, died re- 
cently in a local hospital. 

Dr. Hunter McGuire Brumback, Boyce, aged 53, 
ass July 27 after an illness of several weeks. 

W. F. Hyde, Middleburg, aged 45, died June 22. 

Dr. Henry G. Wood, South Boston, aged 58, died 
— 28 at a hospital in Baltimore of diabetes mel- 
itus, 

er 96 Louis Leake Putney, Staunton, aged 38, died 
Ju 

Dr. William D. Woolwine, Pearisburg, aged 52, died 
July 27 of angina pectoris. 


(Continued on page 60) 











Laboratories of 


Drs. Bunce, Landham and Klugh 


ATLANTA, GEORGIA 





George F. Klugh, M.D., Director, Laboratory of Clinical Pathology 
Jackson W. Landham, M.D., Director, Laboratory of Radiology (X-Ray and Radium) 


These laboratories are equipped for making every test of clinical value 
in the diagnostic study of medical and surgical cases. 


methods and technique are used. 


In addition to the diagnostic study of cases there are adequate facilities 
for the x-ray and radium treatment of conditions in which these forms of 


treatment are indicated. 


Containers for pathological specimens and information in reference to x-ray and 


radium work furnished upon request. 


Address 


DRS. BUNCE, LANDHAM AND KLUGH 
139 Forrest Avenue, N. E., Atlanta, Ga. 


Only standardized 























Vol. XXI No. 10 






SOUTHERN MEDICAL JOURNAL 





SAFE and dependable in the 
treatment of any surface 
infection —kills bacteria 
instantly. 









‘ — MEXYEMesoncmous Ce 
Rance RATES & SOLUTION wee 


OF 37 DYNES PER 
SNERAL ANTISEP™ 


SAFE from the criticism of your 
office patients—leaves no 
tell-tale stain or odor. 


SAFE in the home—accidental 
poisoning is impossible. 








ath 





ORG. 
DEStRoys PATH 
ERIA On LESS 7 









SALTIMORE 
Packaged in 3 and 12 ounce bottles. Literature on Request. 


SHARP & DOHME 


BALTIMORE 


New York Chicago St. Louis New Orleans Atlanta Philadelphia Kansas City San Francisco Roston Dallas 














ORGANOTHERAPY 


can be effective only through the use of dependable endocrine products. The reputation and in- 
tegrity of the manufacturer is the physician’s only guarantee of reliability of those organotherapeutic 
products for which there is no chemical or biological assay. Every manufacturing process of all 
our products is supervised by our Analytical and Research Department. 


DESSICATED PITUITARY BODY, U.S.P. EPINEPHRIN 


CORPUS LUTEUM EPINEPHRIN AMPULES 

CORPUS LUTEUM AMPULES SOLUTION OF EPINEPHRIN (1-1000) 
PANCREATIN, U.S.P. DRIED SUPRARENALS, U.S.P. 
SOLUTION OF POST-PITUITARY DRIED THYROIDS, U.S.P. 


insure potency and constancy of action by prescribing the products of 


G. W. CARNRICK CO. 


Manufactures [Arnel Pr Organotherapeutic 
of * Products 


2-24 Mt. Pleasant Avenue, Newark, New Jersey 
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Trade- STORM —_— WEST VIRGINIA 
Mark ar! R R 
Reg Regi Brooke County Medical Society has elected Dr. J. 
istered istered Cc. Shultz, Wellsburg, President; Dr. J. P. McMullen, 


e ° Vice-President; Dr. W. J. MacDonald, Secretary- 

in er all omin upporter Treasurer, both of Wellsburg. 

Central West Virginia Medical Society met at Web- 
(Patented) ster Springs July 18. At this meeting, the Central 
West Virginia Medical Society Women’s Auxiliary was 
organized. The following officers were elected: Mrs, 
S. S. Hall, President; Mrs. J. B. Dodrill, Vice-Presi- 
dent; Mrs. C. Fred Fisher, Secretary-Treasurer. 

The Charleston Public Library has offered the West 
Virginia State Medical Association the use of three 
rooms in the building for the purpose of establishing 
a package library. 

Contracts have been let for a new hospital to be 
constructed at Sistersville. 

Harriet P. Dunlap, formerly Head Nurse at the 
Presbyterian Hospital, New York, has been appointed 
Superintendent of Nurses at the Hinton Hospital, 
Hinton. 

Dr. Paul Ellis Prillaman, Beckley, and Miss Sally 
Doriot Haller, Wytheville, Virginia, were married 
June 11. 

Dr, William C. Kappes, Huntington, and Miss Fran- 
ces Kinney, Paris, Kentucky, were married in June. 












































Trade- 
Mark 





Deaths 
For Men, Women and Children 


Dr. James Plummer Fitch, Morgantown, aged 73, 


For Ptosis, Hernia, Pregnancy, Obesity, died June 5 of pneumonia. 
Relaxed Sacro-Iliac Articulations, Floating oe. eo one. i? ig Fs ie . at 
s : ‘ a hospital in Cumberland, Maryland, of appendicitis. 
Kidney, High and Low Operations, etc. Dr. Orie Oden Bennett, Crawford, aged 56, died 
Ask for 86-page Illustrated Folder March 20 of heart disease. 
Mail orders filled at Philadelphia only— Dr. John F. Trahern, Belington, aged 81, died April 2 
within 24 hours of cerebral hemorrhage and vedere = eee a 
Dr. William Underdown Charlton, Wheeling, age 
KATHERINE L. STORM, M.D. 44, died July 14 of heart disease. 
Originator, Patentee, Owner and Maker Dr. David A. Thomas, Red House, aged 74, died 
1701 DIAMOND ST. PHILADELPHIA recently. 


Dr. William C. Kelly, Morgantown, aged 73, died 
suddenly August 4 of heart disease. 


LOESERS INTRAVENOUS SOLUTIONS | 


THE COUNCIL DECREES 


THAT INTRAVENOUS SOLUTIONS OF 
DEXTROSE (Glucose) 

MUST CONTAIN NO PRESERVATIVES 

' Jr. A.M. A., May 27, 1928 
We have for years claimed that cresol and other obnoxious preservatives are out 
of place in such serious pharmaceuticals as intravenous solutions. Manufacturers 
of cheap imitations of LOESER’S INTRAVENOUS SOLUTIONS OF GLU- 
COSE employed the easy cheap method of using preservatives. 
Thoughtful physicians will specify glucose solutions prepared on a basis of 
research and studiously developed laboratory methods, insuring a pure solution 


and safety. 
LOESER’S INTRAVENOUS SOLUTION 
OF 


DEXTROSE (Glucose) 


A standardized, sterile, stable solution of C. P. dextrose 50% weight to 
volume in hermetically sealed 20 c. c. and 50 c. c. ampoules of Jena glass. 


LOESER LABORATORY 


(NEW YORK INTRAVENOUS LABORATORY) 
22 WEST 26th STREET NEW YORK, N. Y. 














HAVE MADE 


(4 
* INTRAVENOUS MEDICATION 
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“The Line Test’ 
In Infant Feeding 


F medicine had been born a complete science; if the law 

of variation could be suspended, it is conceivable that the 

sum and total of human aciintes could be encompassed 
in a single volume, the science of medicine could consider its 
Sor rags complete and its responsibilities for further research 
.ended. 


But this is not the case. Exceptions constantly appear, the 
old order is found to possess its limitations, necessity, the 
mother of invention, provides another and still greater urge. 
So finality is always in the offing—the last word is never 
spoken. 


It was the recognition of the law of variation that prompted 
the assertion that each infant is a law unto itself and feeding 
must be adjusted to its individual needs. Even then, excep- 
tions arose, they still arise and from these necessities, progress 
in the art of infant feeding and science in the preparation of 
infant diet materials emerges. 


Resources are valuable only as they are assembled to serve 
greater and ever varying ends. To exercise his own resources 
to their fullest extent, to enjoy the selective principle with the 
utmost freedom, the physician demands a latitude in the 
choice of dietary materials at his disposal, just as infants de- 
mand a wide variation to suit their needs. 

This then, is the test, not a single product, but a Jine of 


infant diet materials that increases the range and scope of the 
physician's skill just as it increases our alertness and zest to 


serve his needs. 
Cuore 


Protein Milk—Now available 
in a form that is boilable for a 10- 
minute period. 


Dextri-Maltose—A_ highly as- 
similable carbohydrate for cow’s 
milk modifications. 

Malt Soup Stock—For use in 
cases of an idiosyncrasy against 
carbohydrate. 


Lactic Acid Milk—Uniform in 
composition and acidity, flows 


Recolac—A reconstructed milk 
for traveling or where the milk 
supply is faulty. 





Casec—The principal protein of 
cow's milk, for the correction of 
fermentative diarrhoea. 


Cod Liver Oil—Standardized as 
to potency, produced exclusively 
from Newfoundland Cod. 


freely, no curds. 


Florena—A wheat flour es- 
ially useful for Butterflour or 
utter Soup Mixtures. 
Powdered Milk—Clean milk of 
known origin, tuberculin tested, 
low bacteria count. 


Samples and Literature on Request. 


MEAD JOHNSON & COMPANY 


EVANSVILLE, InpIANA, U.S. A. 
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NEO-SILVOL 


(Silver Iodide in Colloidal Form) 


Non-Irritating + Stainless » Efficactous 


OO geiecetn is an active germicide containing 20 per 
cent of silver iodide in a soluble gelatin base. 


When tested against the gonococcus, Neo-Silvol has a 
phenol coefficient of 20; against the streptococcus and the 
staphylococcus it is as strongly germicidal as pure phenol. 
It does not stain the skin or clothing and has considerable 


penetrating power. 


Neo-Silvol has been successfully employed in the prophy- 
laxis and treatment of gonorrhea and may be used to ad- 
vantage in the early treatment of “common colds” and 
other catarrhal infections of the naso-pharynx. In con- 
junctivitis it acts promptly and may-:also be utilized in 
inflammatory affections of other accessible mucous mem- 


branes. 


Neo-Silvol is supplied in 1-0z. and 4-0z. bottles of the 
granules; in 6-grain capsules, bottles of 50; asa 5 percent 
Ointment in 1-drachm tubes; and as 5 per cent Vaginal 
Suppositories in boxes of 12. 


Ask for a sample 


PARKE, DAVIS & CO. 


DETROIT, MICHIGAN 


NEO’SILVOL HAS BEEN ACCEPTED FOR INCLUSION IN N. N. R. BY THE COMMITTEE ON PHARMACY AND 
CHEMISTRY OF THE AMERICAN MEDICAL ASSOCIATION 


= LLA AAA SEUUOETEPEOCUOECEEESEETEOTOCOOESOUEUIEGUEESOSPEESOUEHECEGESOCUECETEEGUETS TECEEREPETENTVECRTESTOFURDTIEDD FOETERTERET ET EPET THF EST ORTDETEN TS FTTORTTEFeRETERTTECET TE Tere TTR rer eTTe Terese Per ETTeCETEri Tr ENT Try 
4 WeMeN eV ewes eM eMeNoN en eNeNeNeNn eMeMeweh bxx4 WSASARSWe VRS’ SVSWSWseWoWeWeWewWowow 


= Lee eA ON OM OM MANA WN NON OMAK . 
SVesanivnndnbavananvannnandanndansatndabiabdadabiAAABLGADANGUAALLIMGNILATATUVATAAVNUDOAUAUNUNNVTOLDALAOAAAAAADEAUAUAACDOAEAEDDAROSORAUEADLAARIAODAADLEDOERALIAOALANUEOADEARACLAUHOOLEREALLAECOAAAROAAALEDDAGAGAGHAECLODACHAA HARA Heed Atte 





Es 


FO ee CWO a arch Mr thee OC OA COW CV CVO OOD OL AA HVE MCRL MMMM EMO MMA VCD OM eh et i= 
PITITITITITITINITITIVIIETIITIITLITITIT ELIT ITIDEI TTT ITT TTT Tey TTTTITITIVITTTTTIvirirr irri rr riri ii tl tr titi TYTTTITITIIT 7 tite rT) r) : ry sitieteia, ta rl ry 








TYTN ee 





ive 
ra 


